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All-Canadian-Equipped Laundry at Calgary General Hospital, Calgary, Canada. From the beginning, Canadian planned 
complete installation for maximum automatic operation. Convenient hoppers receive soiled work, which is 
dropped through chutes from floors above directly into washers. Fully automatic controls (center) operate 
two Cascade Unloading Washers, one shown emptying load into containers for Notrux Extractor. 


Canadian planning helps Calgary create... 


One of the Continent’s most modern hospital laundries 





Mechanized Flatwork froning. Operator at far right places extracted work 
on inclined Feed Conveyor to Rotaire Continuous Conditioning 
Tumbler. Next operator lays conditioned large pieces on another 
conveyor which takes work to Sager Spreader. Mechanically opened 
up and smoothed out by the Spreader, linens are delivered directly 
to feeders at 8-Roll Super Sylon Ironer which is equipped with 
Trumatic Automatic Folder. 


Conveyorized Press Department. Uniforms for nurses and staff are com- 
pletely machine-finished on these three single-operator Super-Zarmo, 
Super-Zarmoette Press Units. Overhead rail conveyor takes finished 
garments from the press units, and a belt conveyor takes all finished 
work from the laundry down to the Linen Sorting Room in the base- 
ment. Laundry is of efficient mezzanine design, with tile walls and 
most modern ventilating equipment. 


Over 222 Tons of Work Weekly, including uniforms and other garments for large staff, nurses and students, are 
processed by Canadian-planned laundry of 550-bed Calgary General Hospital. Modernization and mechani- 
zation of the laundry reduced costs, saved labor, supplies and water. Linens are also returned to service on 
faster schedule, and working conditions in the laundry are greatly improved. 


You can depend on your Canadian Laundry Consult- 


World’s Largest, 
Most Complete Line 
of Laundry and Dry Cleaning Equipment 


ant’s advice in your selection of equipment 


from the complete Canadian Line. Backed by 
years of experience in planning and equipping 


anadian 


laundries, he can help solve your clean linen 


problems. Ask for his specialized assistance 


anytime . . . no obligation. 


The Canadian Laundry Machinery Company, Ltd. 
47-93 Sterling Road Toronto 3, Ontario 


WESTERN REPRESENTATIVES—Stanley Brock Limited, Winnipeg, Calgary, Edmonton, Vancouver 
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VANGUARD 
DINNERWARE 





MOLDERS OF THE LARGEST ASSORT- 
MENT OF MELMAC DINNERWARE 
IN THE WORLD 








Leading mass feeding institutions prefer 
VANGUARD, the unbreakable dinnerware 
that is as light and handsome as it is rugged. 
VANGUARD has exclusive stacking and drain- 
ing features that cut time and labor costs. Its 
velvet-soft colors retain their original lustrous 
shade despite repeated boiling. It is odor- 
less and tasteless, keeps food hot or cold. 
VANGUARD is made in accordance with 
Canadian Government specifications. 


For descriptive literature write Dept, H-3 


MAPLE LEAF PLASTICS LIMITED 


375 Danforth Rd. 
Station “H”, Box 73, Toronto 13, Ontario 
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it’s an “island” 


r 
you can do lateral tabletop radiogra- to straddle, no posts to dodge 

phy from back or any other side . : you can aim the x-ray.beam in 
and you're always well away from the ! ’ any direction from any point- 
wall with the room-centered table (j= = in-air within 350 cubic feet of 
space enveloping the table 





you can wheel a stretcher alongside 
front, back, head or foot without 
jockeying around obstructions 


youw’re very well off with a 


\ siStebfationt | il 


Gingnestio- X-ray table and ceiling tubemounrs , 


PICKER X-RAY ENGINEERING LTD. ; 
room ya yyy me Ppa P.S. does nicely in a room small as 10%’ x 12! 
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"/ ANGELICA “SAFETY-LOK”* 


A SURGEON GOWNS 


and needed fewer replacements 


A farsighted P. A. can invest in the future — and come out with 
real savings. Hundreds have switched to Angelica “Safety-Lok” 
Surgeon Gowns and found Angelica’s extra durability pays off in 
good hard cash. Look at these features: 


(1) Exclusive “Safety-Lok” flap eliminates ties and provides com- 
fortable fit. (2) Replacement of ties with indestructible cloth buttons 
reduces linen room repair costs. (3) Overlap in back provides com- 
plete sterility. (4) Durable re-inforced front yoke. (5) Raglan sleeves. 
(6) Permanently elastic, absorbent double-stockinette cuffs. (7) 54-inch 
finished length. (8) Tunnel belt — no loss, no repairs. 


All Angelica Hospital Apparel is available for immediate delivery. 
Call your Angelica representative today. 


*T. M. Reg. 


UNIFORMS 


MADE IN CANADA BY 
CHEZ CORA, LIMITED 1526 CRESCENT ST. MONTREAL, P.Q. 
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« Notes About People » 








Gordon L. Pickering, a director, 
Canadian Hospital Association 

(This is the ninth of a series of bio- 
graphical notes, introducing officers 
and directors of the Canadian Hos- 
pital Association for 1955-57.) 

Gordon L. Pickering was born at 
Fort Langley, B.C., in 1913. When he 
was four years old, his family moved 
to Wilcox, Sask. In pursuit of educa- 
tion his steps led successively from the 
small rural school to Campion College, 
Regina, and then to the University of 
Manitoba where he was granted an 
Arts degree in 1935 and a Bachelor 
of Science degree in accounting in 
1937. 

Gordon Pickering started his hos- 
pital career as accountant with the 
Grey Nuns’ Hospital in Regina from 
1938 to 1941. He served with the 
R.C.A.F. from 1941 to 1945 when 
he became accountant with the 
Holy Cross Hospital, Calgary, Alta. 
Following two years as cost accountant 
with Associated Textiles of Canada at 
Louiseville, Que., he was appointed to 
his present position of comptroller of 
St. Boniface Hospital in 1949. 

Since moving to Manitoba he has 
been active in the affairs of the pro- 
vincial hospital association. Since 1950 
he has been a member of the board of 
trustees of the Manitoba Hospital 
Service Association; president of the 
Associated Hospitals of Manitoba, 
1954-1955; member of the Advisory 


Gordon L. Pickering 


Health Commission. of Manitoba, 1955; 
and a member of the Statutory Rate 
Board, 1955. In addition, Mr. Picker- 
ing found time to complete success- 
fully the C.H.A. extension course in 
hospital organization and management. 
At the biennial meeting of the Cana- 
dian Hospital Association held in Ot- 
tawa, May, 1955, he was elected to 
the board of directors and, at a sub- 
sequent meeting of the directors, was 
named chairman of the committee on 
constitution. 

Mr. Pickering’s year as president of 
the Associated Hospitals of Manitoba 
proved to be a very busy one for him. 
Lengthy negotiations with the govern- 
ment of Manitoba were in progress 
and this entailed many long meetings. 
During the period of his leadership, 
agreement was reached whereby the 
financial stability of the individual hos- 
pitals of the province was markedly 
improved through a satisfactory solu- 
tion to the long-standing problem of 
financing indigent patient care. (See 
“Canadian Hospital’, February, 1956, 
page 42.) 


* * * * 


New Director of Nurses 
to take Special Course 

Elizabeth Summers, R.N., B.N., has 
been appointed director of nurses at 
St. John’s General Hospital, St. John’s, 
Nfld., succeeding Mrs. Phyllis Barrett. 
She will take over her new duties 
late this year. Miss Summers received 
her R.N. at Halifax Infirmary, Hali- 
fax, N.S., and after three years with 
the Royal Canadian Navy obtained 
her Bachelor of Nursing degree at Mc- 
Gill University, Montreal. At present 
she is with the Department of Health, 
Newfoundland, as associate director of 
nursing services. Before starting her 
new work, Miss Summers will take a 
post-graduate course in nursing admin- 
istration at the University of Washing- 
ton, Seattle, Wash. 


* * * * 


Regional Hospital Council, Sask., 
Makes New Appointments 

C. J. A. Sloan has been appointed 
regional accountant to the Regional 
Hospital Council, Swift Current, Sask. 
Mr. Sloan was formerly assistant ac- 
countant at The Hospital for Sick 
Children, Toronto. Harry Heaton, 


R.T., left his post at the Moose Jaw 
Union Hospital to become supervising 
x-ray technician for the council. Miss 
L. Gordon has also accepted a posi- 
tion with the council as dietitian. She 
previously held the post of nutritionist 
on the Assiniboia-Gravelbourg Regio- 
nal Health Board, also in Saskatche- ~ 
wan. 


* * * * 


Gladys Lehigh Accepts New Post 

Gladys Lehigh, Reg. N., has been 
appointed superintendent of Steven- 
son Memorial Hospital, Alliston, Ont. 
Miss Lehigh received her training at 
Ross Memorial Hospital in Lindsay, 
Ont., and subsequently joined the 
staff, eventually becoming assistant 
supervisor. She then accepted the posi- 
tion of night supervisor at Port Hope 
Hospital, Port Hope, Ont., and within 
nine years became superintendent of 
that hospital, which she has left to 
take up her present appointment. Miss 
Lehigh is a native of Picton, Ont. 


* * # * 


Three Doctors Honoured 
by University of Manitoba 
Honorary degrees were conferred 
recently on three well known men in 
the medical field by the University of 
Manitoba, Winnipeg. Dr. G. D. W. 
Cameron, deputy minister of national 
health and welfare, Dr. A. F. Men- 
zies, physician and surgeon from Mor- 
den, Man., and Dr. R. B. Mitchell, 
author of Medicine in Manitoba and 
former professor of obstetrics, each re- 
ceived the degree of Doctor of Laws 
in recognition of their contributions to 
the field of medicine. 


* * * 


Toronto Doctor 
Honoured by Patients 

A gift fund of over $7,000 was pre- 
sented recently to Dr. Marion Hilliard, 
chief of obstetrics and gynaecology at 
Women’s College Hospital, Toronto, as 
a token of appreciation from a group 
of the doctor’s former patients. Mrs. 
Lester B. Pearson, wife of Canada’s 
Minister of External Affairs, made the 
presentation at a party sponsored by 
the hospital’s auxiliary. The Marion 
Hilliard Fund is to be used for any 
medical purpose of Dr. Hilliard’s 
choice. 


* * * * 


New Superintendent 
at Chesley, Ont. 


Mrs. Lenora Stubbs has been ap- 
pointed superintendent of Chesley and 
District Memorial Hospital, Chesley, 


(Concluded on page 16) 
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SELF CLOSING 
OTM ASS 
HAMPER BAG 


Draw-string laundry bags are costing you hundreds of 
dollars every year in repair work and in time lost tying 
and untying knots, untangling ropes from the wash 
wheel and dryer, and in picking up wash that has 
spilled out because of insecure knots. 
The new Self Closing Ropeless Bags eliminate all of 
these time and money wasting problems and provide 
a safety factor in the elimination of possible casualties 
with ropes in the Mental and Nervous Disorder 
sections of hospitals. 
This convenient, uniquely designed bag closes and 
empties faster than a draw-string bag. Made to fit 
your hamper stand, these sturdy bags have been tested 
and proved to withstand long, hard usage. 











& 


To close, reach under Pull upward and flap Turn bag upside down Bag may also be used 
flap and grasp the ears is sealed tightly and and carry by built-in on back of chair, leav- 
at corners of bag. securely. handles at bottom. ing hands free to load. 


THE SELF CLOSING-ROPELESS BAG CO. 


548 ASYLUM ST. HARTFORD, CONN. 
DISTRIBUTED BY 
COST? No greater than for ordinary draw-string hamper bags. Made STEVENS COMPANIES 
in all sizes — available in colors, too, for ward Identification, lsola- 
tion, Precaution, etc. Write today for descriptive booklet and prices. Toronto e Winnipeg e Calgary e Vancouver 
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Notes About People 
(Concluded from page 12) 


Ont., succeeding Helen Marshall who 
recently resigned. As a nurse, Mrs. 
Stubbs has worked in many hospitals 
in the United States and Canada. After 
taking a course in hospital administra- 
tion at Columbia University, New York 
City, she then became supervisor of 
nursing aides at the Kitchener-Water- 
loo Hospital, Kitchener, Ont., before 
accepting her present position. 

e Joan Groves was recently ap- 
pointed a nutrition consultant with the 
Department of Health and Welfare in 
British Columbia. A graduate of the 
Ontario Agricultural College, Guelph, 
Ont., and the University of British Co- 
lumbia, Vancouver, B.C., Miss Groves 
has had experience in hospital diete- 
tics in Ontario and British Columbia. 


e R. C. Dixon has been re-elected 
chairman of the board of Highland 
View Hospital, Amherst, N.S. This will 
be Mr. Dixon’s sixth term on the board. 


e J. H. D. Hargrave, representing 
Tadanac on the Trail-Tadanac Hospital 
board, Trail, B.C., was re-elected 
chairman of the board at the annual 
meeting recently. 


e Mary Angus has accepted the post 
of Emergency Feeding Officer, Wel- 
fare Services, Civil Defence Division, 
Department of National Health and 
Welfare, Ottawa. Miss Angus has had 
dietetic experience in several parts of 
Canada, the United States, and Eu- 
rope. 

e Dr. John Stewart Manchester _re- 
cently took up a post with Victorir 
General Hospital, Halifax, N.S., as 
head of the radiology department. He 
has also been appointed a_ professor 
of radiology at Dalhousie University, 


Halifax. Dr. Manchester is a native of 
Saint John, N.B. 


¢ Monique Saint-Hilaire has left her 
position with the biology department 
at Laval University, Quebec, P.Q., to 
take up a post with Nutrition Services, 
Maternal and Child Health Division, 
Department of Health and Social Serv- 
ices, New Brunswick. 


e Paul D. Shannon, C.A., controller 
of the Royal Victoria Hospital, Mont- 
real, P.Q., recently spent a week in 
Houston, Texas, giving a series of lec- 
tures to members of the Texas Hos- 
pital Association and students at the 
University of Texas. 





McPhail has been named 
chairman of the board of Victoria Hos- 
pital, Renfrew, Ont. Mr. McPhail has 
been a member of: the board for 35 
years and succeeds H. H. Dymond. 


eA. H. 


e Dr. J. A. Matheson, Gull Lake, 
Sask., has accepted the position of 
medical administrator of Moose Jaw 
Union Hospital, Moose Jaw, Sask. He 
took up his new work in February. 


e Jessie Stanford, R.N., has been ap- 
pointed matron of Cardston Municipal 
Hospital, Cardston, Alta. She succeeds 
Mrs. Melvin McConochie who has re- 
signed after eight years of service. 


e Peter Miskew has been named 
chairman of the Royal Alexandra 
Hospital’s board of trustees, Ed- 


monton, Alta. This is Mr. Miskew’s 
second term in this capacity. 


eG. W. Dawson was _ recently 
elected president of the board of the 
Hétel Dieu de St. Toseph, Chatham, 
N.B. He succeeds Michael J. Leggatt. 


e Stewart G. Reid was_ re-elected 
chairman of the board of Restiouche 
and Bay Chaleur Soldiers’ Memorial 
Hospital, Campbellton, N.B., at the 
board’s annual meeting recently. 
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Double coated hospital sheeting. Rub- 
ber coating-boilable—.020 thickness. 
This hospital sheeting for mattress 
protection is guaranteed to comply 
with all the requirements of CS TS- 
3551A as issued by the National 
Bureau of Standards and Specific3- 


4 ELLERBECK STREET, TORONTO 6. 


UNCONDITIONALLY GUARANTEED 


RUBBER SHEETING 
by | 





WNOUSTRIALTEXTI po 


INDU-TEX 


PRODUCTS 
LIMITED 








RUBBERIZED heavyweight COATED SHEETING 
GUARANTEED against: urine, blood, 


alcohol, perspiration, medication and 


glycerine. 


COLOURS: 


WRITE FOR SAMPLES 


INDUSTRIAL TEXTILES LIMITED 
PLANTS: TORONTO, EAST ANGUS, QUE. 


Enjoy the benefits of dealing with Canada’s foremost house for institutional garments and textiles. 


available in maroon or 
white. 36-in. wide, continuous rolls of 
12 or 25 yards. 
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e NON-POISONOUS 
af NON-STAINING 
i | Jor Your Obstetrical Ward 

' | SPECIFY 


|CHLORXYLONE 
HARTZ—(LIQUOR CHLOROXYLENOLIS) 


You can rely on Hartz Chlorxylone liquid and cream to protect 
your obstetrical patients against infection. Not only is the skin 
surface freed from bacteria but also after using Chloroxylone 


cream a lasting chemical barrier is set up against reinfection. 


AVAILABLE IN LIQUID AND AS A WATER SOLUBLE CREAM 





Available in Stock Containers as Shown. 
LIQUID—16 oz., 80 oz., and 160 oz. bottles. 
CREAM—5 oz. tubes; 8 oz. dispenser top bottles and 5 Ib. jars. 








%» J. F HARTZ 


COMPANY LIMITED 
TORONTO, MONTREAL & HALIFAX 





OVER 50 YEARS SERVICE TO CANADIAN HOSPITALS 
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Twenty Years Ago 
(“The Canadian Hospital”, Mar., 1936) 

“Television is here but is not yet 
applied to hospitals”, according to an 
article on Recent Developments in 
Hospital Construction and Equipment. 
“For any complete system of radio 
equipment”, the article continued, “it 
should be remembered that reason- 
ably perfected television broadcasts 
will be available eventually. However, 
it may be some years before it be- 
comes popular enough to warrant the 
installation of relay systems for distri- 
bution. Television reception requires 
two distribution systems, one for sound 
and one for vision. For this reason, if 
the installation of television service is 
considered for some future date, it is 
desirable that the special circuits be 
included in new building schemes or, 
at least, that conduits to take the .wir- 
ing should be built in to avoid subse- 
quent damage to the building”. 

Here are some suggestions, by 
superintendents and department 
heads, on “sound practice” in the 


building and operation of your hos- ° 


pital. It is sound practice not to allow 
architects, in their desire to create an 
effect of spaciousness and grandeur, 
to burden forever your hospital with 
upkeep costs upon unnecessarily large 
corridors, service rooms, diet kitchens, 











utility rooms, public rest rooms, and 


other non-revenue-producing units. Do 
not use ordinary single thickness win- 
dow glass but consider the use of the 
double glass now on the market which 
adds "geen to the insulating proper- 
ties of your building, as the heat loss 
nae glass is very high. Don’t be 
too liberal with your baths and toilets. 
Comparatively few are needed. By 
the time a patient can use one he is 
generally about ready to go home. 

In the kitchen it is sound practice 
not to use small ceramic tile on the 
floor. Grease and heavy food carts 
break tiles and make them come loose. 
Do not plan a kitchen without an ade- 
quate fish and poultry preparation 
room, equipped with deep wash sinks 
and separate chopping block. The pre- 
paration of these two foods causes con- 
siderable mess and odour which is 
best kept out of the kitchen or meat 
room. Keep in mind that grease at- 
tacks galvanized iron. Stainless steel 
sinks last longer and look better. 


Because of their location, some hos- 
pitals are confronted with a serious 
problem of outside noise. “While just 
what degree of noise interferes with 
a patient's progress is a controversial 
subject,” says W. Mezger, superinten- 
dent, Knickerbocker: Hospital, New 
York City, “nevertheless we can agree, 





[ believe, that street noises, particu- 
rarly in congested areas, can exercise 
a disturbing influence. The shutting 
out of noises usually _ interferes 
with ventilation. To meet this condi- 
tion there is available a unit which 
can be easily installed in the window. 
By means of an electrically operated 
fan, air is admitted in any desired 
volume up to the capacity of the ma- 
chine and passes through an efficient 
filter. Noise is eliminated through a 
baffle and the effect is the same as 
though the window were closed”. 

“The principle of hospital architec- 
ture is a constant submission to medi- 
cal science, sociology and customs, and 
represents continuous progress”, ac- 
cording to B. Evan Parry, F.R.A.LC., 
in an article on modern trends in hos- 
pital architecture. Mr. Parry is of the 
opinion that, “If we build a new hos- 
pital let us learn to express current 
thought and not necessarily repeat 
what others have said before. It has 
been for some time evident that the 
problem of the hospital must be re- 
considered and resolved, for the hos- 
pital of the past appears to us today as 
being inadequate, impractical and un- 
suitable”. 


Nothing will ever be attempted if 
all possible objections must be first 
overcome. — Dr. Samuel Johnson. 














FOR ANESTHESIA 
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The Hospital in Tomorrow’s World 


I: THIS issue of The Canadian Hospital we are pleased 
to be able to publish a series of articles by interna- 

tional authorities in the field of health and _ patient 
care. These are based upon addresses delivered at the 
formal opening of the University Hospital, Saskatoon, 
May 14, 1955, and at a special convocation of the Uni- 
versity of Saskatchewan on the same day, as part of the 
opening exercises. In the audience on that auspicious 
occasion were students who, in 1957, will be the Uni- 
versity of Saskatchewan’s first graduates in medicine, 
the opening of the new hospital being essential to the 
establishment of a full program of medical education in 
that province. 


The determination to achieve this program originated 
in 1942 when it seemed that a national program of 
health insurance was imminent and there was need for 
many more physicians in this country. Saskatchewan was 
particularly short because students who travelled to other 
universities to study medicine did not always return, 
especially to rural areas. The project was delayed during 
the war years for a variety of reasons but its urgency 
was emphasized with the launching of the Saskatchewan 
Hospital Services Plan in 1947. Its completion, in the 
opening of the University Hospital, happily coincided 
with celebrations of the fiftieth anniversary of Saskatche- 
wan, as a province, and the graduation of its first med- 
ical students may well coincide with the establishment 
of a national program of hospital insurance. 


In our September issue, 1955, we featured six articles 
which portrayed some of the essential units of the hos- 
pital. The papers appearing now focus attention upon 
the hospital as an institution devoted to the welfare of the 
people and as a potent force in the life of a vigorous 
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university. We are grateful to Dr. A. L. Swanson, execu- 
tive director of the hospital and a former editor of this 
journal, for arranging to make these papers available 
to us and we present them in the firm belief that our 
readers will find here much that is informative, forward. 
looking, and inspirational. (See pages 33-44.) 


Malcolm T. MacEachern 


E MONDE a perdu un chef remarquable, et le Can- 

ada, un fils célébre. Son nom était reconnu partout ou 

s’'assemblait le personnel d’hépitaux. Physicien, profes- 
seur, écrivain, rédacteur, administrateur et conseiller — il a 
consacré sa vie et un talent exceptionnel pour améliorer le 
traitement des malades dans les hépitaux de TAmérique du 
Nord et dans beaucoup d'autres coins du monde. Ses 
qualités personnelles et ses efforts de pionnier dans sa 
zone d’influence lui ont donné la réputation d’un croisé 
moderne. On n’oubliera jamais son nom en parlant du pro- 
gramme de normalisation des hépitaux du Collége améri- 
cain de Chirurgiens—qui a précédé la Commission Col- 
lective pour l’Accréditation des Hépitaux. Le “Docteur Mac” 
a beaucoup voyagé aux Etats-Unis et au Canada et sou- 
vent en d’autres continents ob l'on a demandé son conseil 
qu’on estimait d’une grande valeur. Il a regu, pendant sa 
longue et illustre carriére, des honneurs innombrables en 
reconnaissance de ses contributions au bien-étre universel, 
aux arts et aux sciences. I] s’intéressait toujours aux hommes 
comme individus, et par sa maniére amicale et sa gouverne 
aux conférences il a mérité Yamitié de milliers de gens. 

Le président et le Bureau de Direction de l’Association 
des Hépitaux du Canada, au nom des associations membres 
et des conférences catholiques, offrent, 4 Madame Mac- 
Eachern et 4 sa fille Isobel MacEachern Mackie, leur pro- 
fonde sympathie. 
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CHAM Under Revision 


nouncement entitled “Operation CHAM”. In the months 

that followed, the Canadian Hospital Accounting Manual 
was compiled and published. When the manual was little 
more than a year old, Dr. O. C. Trainor, in his presidential 
address to the twelfth biennial meeting of the Canadian 
Hospital Council, stated, in part: “I think it no exaggera- 
tion to say that no effort of the Council since its inception 
is likely to have such a profound and lasting effect for good 
as this same CHAM.” 

In the intervening years this sentiment has been reiter- 
ated many times. From all that we have seen and heard, we 
can only conclude that the accounting manual has been of 
immense service to the hospital field in Canada. 

Like any other similar work, the accounting manual is 
not “time-proof”. Changing circumstances and conditions in 
the hospital field require appropriate amendments in 
accounting and in the system of recording hospital statistics. 
The revision is taking place at a time when the forces of 
social progress in Canada are pressing steadily forward and 
at a time when possible radical changes in the whole system 
of financing hospital care seem imminent. The revision of 
CHAM is a matter in which every accountant, administrator, 
and trustee has an interest, and attention is directed to the 
article appearing on page 66 and, particularly, to the appeal 
contained at the end of the article for ideas and suggestions 
relating to the content of the second edition of CHAM. 


| OUR issue of October, 1951, there appeared an an- 


Joint Commission on Accreditation 
Drops Point-rating System 


UST AS ALL sound organizations progress with the 

times, so has the Joint Commission on Accreditation of 

Hospitals. Recently the Commission has taken a good 
look at its work tools, with the result that a revised report 
form is now being used by the surveyors. A number of 
changes have been made which are of interest to all hos- 
pitals. One change is that the point-rating system is no 
longer used. Instead of an evaluation largely based 
upon the number of points received, the judgment of 
the surveyor and the subsequent review by the Joint 
Commission will now determine if the hospital shall obtain 
provisional or full approval. 

Pharmacy and drug control, formerly a complementary 
division, has now been made essential; that is, along with 
the usual eight departments in this category, a hospital 
must maintain a pharmacy or controlled drug storeroom, 
with a satisfactory system for control of the drugs, before 
it can be considered for accreditation. This does not mean 
that a qualified pharmacist must be employed. 

Three new divisions have been added to the com- 
plementary and service group. These are: (1) dentistry, 
where the emphasis is on the integration of the depart- 
ment with the medical staff organization and services; 
(2) emergency, in which considerable importance is placed 
upon how well the facilities meet the needs of the par- 
ticular area; and (3) special services, to provide for some 
zategories which were formerly included elsewhere. It is 
this last division which indicates that the members of 
the Joint Commission have exhibited considerable interest 
in aiding the small hospital to become accredited. Such 
services as an intern staff and a school of nursing were 
formerly allocated marks in the essential divisions of medi- 
cal staff organization and nursing service, respectively. 
In many small hospitals they were simply not feasible and 
the altered report recognizes this by including them as 
part of special services in the complementary division. 
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A cancer control program and routine chest x-rays are also 
included in the special services category. In the same 
manner, pathology and x-ray departments concentrate more 
upon the adequacy of the facilities and staff for the par- 
ticular hospital than upon work which could only be done 
satisfactorily in a large department with expensive equip- 
ment and staff with specialized training. 

There are many small changes throughout the sur- 
veyor’s report form; most of the questions which must be 
answered factually and do not require the personal judg. 
ment of the surveyor have been included in a greatly 
enlarged questionnaire which is sent to a hospital prior 
to the visit of the surveyor. Consequently, there is more 
emphasis placed upon the surveyor’s evaluation of the 
adequacy of a department and less upon specific points. 
Some of the divisions, however, such as that dealing with 
the physical plant, have become more detailed with added 
questions about fire prevention, reports of the Fire Mar- 
shal, and emergency lighting. All the answers to the ques- 
tionnaire and the survey report are important. The em- 
phasis appears to be ever more consciously placed upon 
quality of the services, with adequate care and safety 
of the patient clearly to the fore as the constant ob- 
jective. 


Accreditation of Interest to All Hospitals 


ODAY ACCREDITATION as a topic appears fre- 

quently on the agenda of conventions and institutes, 

as well as in the pages of hospital journals. However, 
representatives of hospitals with fewer than 25 beds some- 
times express the opinion that accreditation is of no interest 
or concern to them, since only institutions having over 
25 beds are surveyed. Even when hospitals qualify as to 
size, officials of smaller ones often consider that their 
type of medical staff organization would not permit them 
to become accredited. 

Most small hospitals find it difficult to organize their 
medical staffs and this is very evident where there are 
only two or three doctors on the staff. At the 1955 Western 
Canada Institute for Hospital Administrators and Trustees, 
much discussion ensued regarding this point. One specific 
question asked was how to organize when there is only 
one doctor. To the hospitals concerned this was no faceti- 
ous question. The case was not an isolated one, as it 
represented the experience of ‘many hospitals. Could one 
doctor be expected to carry all the various offices of 
medical staff organization and act on several committees 
as required? Whether or not those hospitals considered 
they received a satisfactory answer to their question, it 
will be good news for them to learn that a 26-bed hos- 
pital in Alaska, which has one staff doctor, has been fully 
approved by the Joint Commission on Accreditation of 
Hospitals. This news should act as an incentive for hos- 
pitals in the 25- to 50-bed groups, with small medical staffs 
to strive for accreditation. 

The standardization program conducted for many years 
by the American College of Surgeons and now by its 
successor, the accreditation program of the Joint Com- 
mission, continues to assist in improving hospital and medi- 
cal care in North America. The program of hospital ac- 
creditation —— many things but, above all, it is a 
program of education. While it is true that hospitals with 
less than 25 beds are not surveyed, this does not mean 
that such hospitals cannot benefit by the program. Trus- 
tees, medical staffs, and the administrators of small hos- 
pitals are all interested in improving the calibre of patient 
care. Those hospitals which make use of the literature 
available on accreditation, and apply it to their own situa- 
tion, will find their hospital and patients are deriving much 
benefit. 
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Changing Emphasis in the 


Functional Role of the Hospital 


N LETTING “the great world spin 

forever down the ringing grooves of 

change”, we find the hospitals par- 
ticipating in those changes. The hospi- 
tal of today has evolved a long way 
from the ancient pagan temples with 
their far-from-scientific rituals and 
from their unhygienic successors of the 
Dark Ages, or of the Renaissance pe- 
riod. The present-day hospital—par- 
ticularly if provided with the facilities 
available in your University Hospital 
—has become a great medical work- 
shop where modern miracles are per- 
formed every day, where people re- 
cover who really could not expect to 
recover, when specialized training is 
proceeding apace and where new 
ideas are constantly being developed 
and applied. 


Nor do we believe that we are 
more than part way along the path 
of hospital evolution. Undoubtedly 
new principles of treatment and new 
technical procedures will develop over 
the years. These cannot be foreseen. 
But we can see more clearly extensive 
changes in the functional role of the 
hospital and that is the theme of these 
brief remarks. 


These changes may be linked with 
sociological developments, particularly 
with respect to the financing of hos- 
pitals and of hospital care. As society 
becomes better organized, much of 
the financial burden of illness will be 
shifted, not necessarily from the indi- 
vidual, but at least to the period when 
he can assume it without sacrifice. 


With doctors’ offices and research 
and educational activities being cen- 
tred to a greater extent in the hos- 
pital, and with the likelihood of home 
care for many cases becoming part of 
the hospital’s responsibility, the hos- 
pital is gradually but definitely be- 
coming the focal point for many as- 


From an address delivered at a special 
convocation of the University of Saskat- 
chewan, May 14, 1955, at which several 
representatives of the health field received 
re, degrees (see “The Canadian 
Hospital”, May, 1955, p. 12). The con- 
vocation was part of the ceremonies held 
to commemorate the opening of the new 
University Hospital, Saskatoon, and the 
expansion of the university's Medical Col- 
lege to include a complete medical course. 
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pects of the over-all health program 
which, until recent years, seemed to 
have little connection with it. 


More Co-ordinated Health Programs 


One sees much of the haphazard 
and the “topsy” type of expansion being 
taken out of our health programs. It 
means too much to our national wel- 
fare for us to continue indefinitely 
with unco-ordinated and often com- 
pletely unrelated group and _ individ- 
ual efforts. There are still too many 
gaps in our services, too many diffi- 
culties in getting maximum efficiency 
out of what we have, too many handi- 
caps in providing trained personnel. 


At the same time, one cannot say 
enough in support of the magnificent 
work being done by so many of our 
voluntary groups and_public-spirited 
individuals. We sincerely hope that 
their work will go on indefinitely; for 
I am one of those who believe that 
it will be a sad day indeed if the 
spirit of personal voluntary service is 
ever permitted to die out. 


The health program developed in 
Saskatchewan in recent years has been 
of inestimable value in indicating what 
can be accomplished by co-ordinated 
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effort in the health field and without 
interfering with autonomy and the in- 
centives of voluntary effort. This is 
indeed a valuable contribution in our 
evolution towards a fully satisfactory 
health organization. 


In the health program of the future 
we see better teamwork between 
government and the voluntary bodies, 
with the medical profession, the 
nurses, hospitals, public health, wel- 
fare and all related agencies partici- 
pating as a team in effecting better 
diagnosis, treatment, follow-up, medi- 
cal and related education and re- 
rearch. In this program we see the 
hospital taking an ever more impor- 
tant part. 

Personnel Problems 


Some of these developments will 
probably come gradually over the 
years. But the recruiting and training 
of the great army of skilled personnel 
required is a very present and harrow- 
ing problem of today. The great ex- 
pansion of hospital facilities in the past 
decade has pointed up as never be- 
fore the necessity of working out last- 
ing solutions, not merely on a local, 
but on a national basis. 


Government assistance in educa- 
tional programs has been most helpful, 
but the problem is far from solved 
with serious shortages in practically 
every field of hospital work. For cer- 
tain vocational groups, as, for instance, 
medical record librarians, and tech- 
nicians in medical fields such as radio- 
logy and pathology, there would seem 
to be a definite shortage of recog- 
nized training facilities. For others, 
such as nurses, there are usually ade- 
quate schools but not enough quali- 
fied instructors. 


Shortages in most skilled groups on 
hospital staffs are becoming so serious 
that, with the steady increase in beds 
and facilities required, obviously we 
must evolve new methods of provid- 
ing care in our hospitals. Somehow we 
must get more results with fewer 
people. We must conserve the time 
and narrow the duties of those with 
special skills, although this is an almost 
insurmountable problem in small hos- 
pitals. More mechanization will be 
needed but we must be sure that the 
expenditure results in a real reduc- 
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tion in staff required, not merely more 
idle time for the same number. 

We must curb the tendency today 
to send (or 60) to hospital for condi- 
tions not really needing hospital care. 
Fewer diagnostic admissions for those 
who can receive these services with- 
out admission and earlier discharge of 
the chronically ill to home care facili- 
ties, or to other institutions, would 
help. 

We may be forced to omit or (on 
the surface at least) reduce desirable 
features of some services. No one 
likes to reduce standards, or to accept 
substitute personnel, especially _ if 
these changes appear to lead to per- 
manence. But we might as well face 
facts and realize that the major alter- 
natives in the near future will be 
either inability to operate much- 
needed new hospitals, or to develop 
new procedures making fewer de- 
mands on the more highly trainéd 
echelons. With the increased use of 
nursing and dietary assistants and the 
present emphasis upon mechanized 
services, we have begun to grapple 
with the situation. Me 

I am hardly prepared to predict 
that patients will be put upon con- 
veyor belts, given a handful of slugs 
and get a nightshirt, some sandwiches 
and coffee, sleeping pills and fresh 
dressings as they move along past slot 
machines — not to mention a possible 
x-ray, a bath and perhaps an opera- 
tion or two! But we are likely to see 
more movement of patients from well- 
staffed areas for the acutely ill to less 
well-staffed wards or wings for the 
sub-acute and convalescent stages. 


Education of Personnel 


The problem of providing educa- 
tional facilities for the various profes- 
sional and technical groups required in 
this technocratic age is one that has 
given much concern to many of us. 


Undoubtedly the establishment of 
courses in junior colleges and technical 
institutions would provide for at least 
a portion of this training. But some of 
us feel that, for certain groups, the 
mere acquisition of technical knowl- 
edge of vocational value is not the 
sum total of what they need for their 
work. 

They should have the privilege in 
the more extensive under-graduate 
courses, and at the graduate level, of 
absorbing something of the atmos- 
phere of the campus and of the many 
contacts which so enrich the lives of 
those who have had the privilege of 
university experience. We cannot 
share the opinions of some that most 
of those who take courses, graduate 
or under-graduate, which are prim- 
arily of vocational value, especially if in 


34 


the technical, scientific or business 
fields, should be relegated to outside 
institutions and denied the privileges 
of university association. 

A. N. Whitehead in his Science 
and the Modern World did not criti- 
cize specialization in education; but 
did believe that it should be accom- 
panied by influences which lead to 
what he called greater “appreciation 
of variety of value”. He believed that 
we are “far too much occupied with 
intellectual analysis”. In sharing this 
viewpoint, Sir Richard Livingstone in 
his Education and the Spirit of the 
Age states that “the remedy is, not 
to dole out snippets of history, litera- 





“If we accept the principle of the 
Ninth Roman Law that the health of 
the people should be the first consider- 
ation, medical education—and the best 
possible education at that—must be an 
essential feature of our society. That 
is not easy to attain, for it means more 
than the necessary buildings; it in- 
volves the difficult task of developing 
a highly qualified staff; of providing 
special teaching equipment; of pro- 
viding clinical facilities and organ- 
ization which will permit a level of 
patient care that can be an inspiration 
to the embryo leeches; and of main- 
taining vigorous growth and stimulus 
by extensive research and post-gradu- 
ate teaching.” — G.H.A. 











ture, art and science, but to develop 
a mind sensitive to values and aware 
of their infinite variety. . . . The im- 
portant thing is to develop in the spe- 
cialist a seeing, aware, wide-ranging 
habit of mind”. One believes that this 
can be best achieved by university 
life and that its encouragement is a 
responsibility of universities. 

On this occasion I am speaking 
primarily of the hospital and its po- 
tentialities. A university hospital, 
linked closely with such a progressive 
university, has a great opportunity to 
work out programs in education en- 
riched by contributions from the vari- 
ous faculties which could well make 
this one of the great centres of health 
education ‘in this country. Training in 
leadership should be a primary em- 
phasis. 

Undoubtedly a major reason for the 
creation of this great hospital was to 


‘provide the clinical opportunities for 


the teaching of medical students and 
graduates. However, one sees here 
also the possibilities for both full- 
length and short courses for technici- 
ans in several fields — for medical 
record librarians, for physical and oc- 
cupational therapists, for nursing as- 
sistants, for dietetic assistants, for so- 
cial workers, for administrative resi- 
dents and for various other groups for 
whom training facilities are now either 
inadequate or even lacking in_ this 
province. 


The Practising Physician 


From the viewpoint of its far-reach- 
ing effect on human welfare, one of 
the most important functions of the 
hospital is the education of its medical 
staff. But this hospital should do more; 
it has the opportunity — and the re- 
sponsibility — of giving all doctors in 
the province the benefit of its educa- 
tional influence. Many practitioners to- 
day have great difficulty in getting 
away for the so-essential post-graduate 
refresher courses. Even when the 
spirit to go survives the deadly effect 
of daily exhaustion, it may not be pos- 
sible to leave the seriously sick for 
any length of time. A hospital in a 
centre like this, by beaming short 
courses to the rural doctors, can do 
an inestimable service in maintaining 
and still further raising the level of 
medical knowledge and skill in this 
province. 


A Needed Factor in Education 


One indirect effect of the educa- 
tional opportunities centred in our hos- 
pitals is the development thereby of a 
trait which we find so sadly lacking 
in altogether too many people today. 
I refer to the attribute of personal 
responsibility. Whether the stunting of 
this trait is characteristic of a patern- 
alistic era, or to group protection of 
mediocrity, or whether it is engen- 
dered by theories of education which 
subordinate discipline and conscienti- 
ous acceptance of duty and respons- 
ibility, is a matter of opinion. We do 
know, however, that in our hospitals, 
where human life is constantly at 
stake, it is stressed, and stressed re- 
peatedly, to the nurse in training, to 
the medical student and to the tech- 
nician, that mistakes simply must not 
be made and that the welfare of the 
patient must always come first. Were 
this not so, health care today would 
be a long way below its present high 
level of attainment. 

The greatest contribution may come 
in research. With your highly compe- 
tent and enthusiastic medical staff and 
excellent clinical and laboratory facil- 
ities, your future as a research centre 
should be an enviable one. @ 
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(These remarks are taken from Dr. 
Macleod’s introduction to a sympos- 
ium on “The Hospital in Tomorrow's 
World”, which was presented at the 
opening ceremonies for the new Uni- 
versity Hospital, Saskatoon, Sask., 
May, 1955.) 


HE PURPOSE of this symposium 

is to indicate the course that has 

been charted for the new Univer- 
sity Hospital, Saskatoon, Sask., and to 
receive advice from a group of sea- 
soned and venturous navigators. Their 
accomplishments in the world of health 
and their clear view of the shape of 
things to be should make their utter- 
ances both provocative and prophetic. 
An alternative title for this symposium 
was “Health Care in the Second Half 
Century”, thus stressing the breadth of 
our concern and its scope in time. Here 
today are medica! students who will 
be the first to complete their studies 
in Saskatchewan. They will receive 
their medical degrees in 1957; if they 
intern for two years, then practise for 
another forty, it will be the year 
2,000 A.D. The date is challenging in 
itself. What will our world be like? The 
question is not rhetorical because a 
hospital is not an island in time or in 
society. It is an integral part of the 
health world and this we know re- 
flects and influences all aspects of 
human life. 

Certain features of the future may 
be surmised by projecting the trends 
of the past century. We have seen the 
impact of unprecedented scientific ad- 
vance and this we may expect to con- 
tinue. There has been a better under- 
standing of the social forces and his- 
torical events which modify our health 
concepts and. practices. Medicine has 
extended its concern from the purely 
curative to include the preventive; 
from measures applicable only to the 
individual to those receiving public ad- 
ministrative action, techniques which 
no doubt will be perfected. Finally, 
we have seen the growth of wide- 
spread and insistent interest in explor- 
ing the nature of personality and the 
dynamics of human behaviour. Just as 
we are earnest in trying to under- 
stand ourselves as individuals — and 
collectively as communities — so too 
there has been the desire to under- 
stand our institutions. 

A hospital is an institution and as 
such is subject to the diseases and 
complications of institutions. Under- 
standing of hospitals, as social institu- 
tions, is increasing so rapidly that soon 
some one will write a comprehensive 
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thesis on the natural history of hos- 
pitals and the epidemiology of their 
diseases. 

Two years ago, Dr. Allan Gregg, 
taking part in the opening of a new 
wing to the Montreal Neurological In. 
stitute, spoke on medical institutes as 
social institutions. Almost every point 
he made would apply to teaching hos- 
pitals. “All human institutions’, he 
said, “must reckon with two forces. 
One is the inherent intent to supply 
stability of purpose and effort; the 
other is to be promptly and delicately 
responsive to changes in the environ- 
ment and even changes in objectives. 
Stability can be pushed too far; it 
must reckon on adjustability if we are 
to survive. All institutions”, he went 
on to say, “maintain a precarious bal- 
ance between opposing forces, tenac- 
ity in the face of adaptability, stability 
risking extinction in a world forever 
changing.” 

The purpose of this symposium, 
then, is to help a new teaching hos- 
pital so to define. its philosophy and 
goals that the stabilizing influences will 
be nicely balanced by those that keep 
us in touch with a changing world; 
to avoid, on the one hand, a too sensi- 
tive heeding of irresponsible clamour 
and insignificant events and, on the 


other, to avoid spiritual calcification ~ 


that would. make us too rigid to bend 
in the face of the force of human 
need. 
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Y PART IN this symposium has 
little to do with tomorrow’s 


world. Rather it has to do 


with yesterday. It is a story which had 
its beginnings in the anxiety of the 
people of these western plains for two 
things, education and medical care. If 
anyone is surprised that this relatively 
poor and sparsely settled province 
should saddle itself with a new med- 
ical school, let him realize that this is 
perhaps the one enterprise in which 
these two fundamental cravings could 


be combined. 


Even before this province came 
into being its people had begun to 
think and plan for a university and one 
of the first accomplishments of the 
newly formed legislature was to pass 
the University Act setting up a Uni- 
versity Board and giving it authority 
to establish a provincial university. — 

The first major problem facing the 
new board was the selection of a presi- 
dent, solved happily by the appoint- 
ment of Dr. Walter C. Murray, a New 
Brunswicker, then holding the chair of 
philosophy in Dalhousie. It was Dr. 
Murray who set the pattern for the 
new university. It was not in his mind 
to set up an isolated bastion of cul- 
ture, an ivory tower where a learned 
staff could toy happily with abstruse 
ideas, undisturbed by the realities of 
drought and frost, hail and rust. It 
was a down-to-earth university that he 
wanted, with its roots sunk deep into 
the Saskatchewan soil. This does not 
mean that he, and it, were uncon- 
cerned with learning for its own sake. 
This is clearly shown by his early staff, 
men like Oliver, Brehaut, Sullivan, 
Moxon, Morton, and Bateman, in the 
humanities, and Ling, Thompson and 
Thorvaldson in the sciences. But ever 
in his mind was the conviction that 
this university owed its existence and 
belonged to the people of Saskatche- 
wan; and that its primary concern 
should be the welfare of those people 
who, in the midst of a grim struggle 
for the bare necessities of life, could 
dream dreams and give generously 
from their hard-won earnings to pro- 
vide opportunities for their children 
that they themselves had missed. And 
so the University of Saskatchewan be- 
came and has remained, more per- 
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haps than any other Canadian school, 
the servant of the people. 

There is not time, nor is this the 
occasion, to trace the history of this 
university. It grew and won for itself 
an honoured place among Canadian 
schools. As the needs of the province 
demanded, various faculties and col- 
leges were added — Arts, Agriculture, 
Engineering, Law, Pharmacy and 
others. Medicine seemed out of reach; 
the province was too small, the people 
too scattered, the economy, depend- 
ent almost wholly on wheat, too re- 
stricted. But it needed doctors and 
its people wanted their sons to have 
the opportunity to become doctors. 

And so a compromise was reached. 
If, because of an assumed lack of clin- 
ical material, and a real lack of money, 
it was felt that we could not aspire to 
a full medical school, might we not 
manage the basic medical sciences and 
so lessen by two years the time our 
students had to spend abroad. So it 
was that in 1926 the School of Medi- 
cal Sciences was started — in a green- 
house. Dr. Murray had no love for 
temporary buildings and there was 
not money to build permanently in the 
style to which we were by then ac- 
customed. He could spread himself 
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to a couple of greenhouses and, in an 
agricultural province, greenhouses 
could always be turned to some use- 
ful purpose. So we got two and never 
were greenhouses turned to stranger 
ends; one became a dissecting room, 
the other a physiological laboratory 
and, strange to say, from these meagre 
and spartan quarters Dr. McGibbon 
and Dr. Scott turned out young men 
and women who seemed to hold their 
own reasonably well with the more 
favoured students of the larger, bet- 
ter equipped schools in the east. 

And there matters seemed to stand, 
and might have stood indefinitely, had 
not the world come down with a sec- 
ond world war and the federal gov- 
ernment announced in 1942 its plan 
to inaugurate a scheme of national 
health insurance. More doctors would 
be needed but where would they be 
obtained? The older schools were in- 
sistent that their classes could not be 
appreciably enlarged without sacrifice 
of standards. New schools were des- 
perately required and British Colum- 
bia and Saskatchewan were asked to 
establish Faculties of Medicine. 

We _ needed doctors. _ Statistics 
showed that in provinces with no med- 
ical school comparatively few students 
entered medicine. More than that — 
of those who left the province to study 
medicine, three quarters failed to re- 
turn. Even more serious was the fact 
that that three quarters included an 
undue proportion of the better stu- 
dents. This was only to be expected 
—the best students received the most 
tempting offers. But over the years 
the continued skimming off of the 
cream of each class could not fail to 
affect adversely the standard of medi- 
cal practice. So quantitatively and 
qualitatively the province was suffer- 
ing from the lack of a medical school. 

It was realized that medical educa- 
tion is expensive — how expensive 
we did not then appreciate. The fig- 
ures compiled from our limited knowl- 
edge and experience were sufficiently 
staggering, ‘thoagh they now appear 
ludicrously low. Had the full extent 
of the undertaking been realized at 
its conception, the embryo medical 
school might well have died aborning 
— a melancholy thought. We remain 
convinced that the development of a 
teaching centre here—the school, the 
hospital, and whatever ancillary insti- 
tutions may be added later*—will do 
more for medical practice through- 
out the whole province than could be 
obtained in any other way. 

What then of the obstacles, the cost, 
the feared shortage of clinical material, 
the difficulty of obtaining teachers? Of 


*Already there’is promise of an Institute 
for Medical Research and a nursing home 
for aged patients. 
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these, it was the last that gave us most 
concern. A medical school can be no 
better than its staff. Could a university 
like this, situated in a small town de- 
pendent for its existence almost wholly 
on agriculture, hope to attract the 
teachers needed to ensure a first class 
school. If not, we might as well give 
up. There is nothing more useless or 
dangerous than a second class medical 
school and we wanted none of that. 

This is where Dr. Macleod came in. 
He faced a difficult task. Aided by 
generous grants from the Rockefeller 
Foundation and the Commonwealth 


LINICAL INVESTIGATION is, 

of course, the accurate observa- 

tion of a patient or a number of 
patients over a period of time, repeat- 
edly and, sometimes, in a very detailed 
manner. One can observe the patient 
by the direct aid of the senses; or one 
can extend those senses by laboratory 
procedures, using more or less compli- 
cated pieces of apparatus. These 
methods are complex and to use and 
interpret them accurately requires pro- 
longed training. While, just as it is 
possible to run a car without being a 
mechanical engineer, it is possible to 
use these tests without knowing the 
basic physics or chemistry upon which 
they depend, the usage will not be 
adequate. For one must understand 
something about their possibili'ies, 
limitations, and sources of error; and 
that requires either that one has a 
knowledge of the basic science on 
which these methods rest and of the 
physiological and biochemical _pro- 
cesses which they reveal, or that 
there are in that institution individuals 
who have the knowledge and are will- 
ing to share it. 

Knowledge alone, however, is not 
enough. Of vital importance to clinical 
investigation is that capacity to 
wonder, which tends so often to be 
destroyed in acquiring the knowledge 
which should encourage it. Robert 
Gibbins, in a book about the river 
which flows into the sea at Cork, 
called Lovely Is the Lea, describes 
one of his characters as follows: “He 
was a man who never ceased to 
wonder”. Wonder, unfortunately, can 
be obscured much too easily by our 
concern with facts. There was once a 
Presbyterian minister in Gaspé where 
I was brought up, who wrote poetry. 
On one occasion a voung geologist 
came and addressed a local meeting. 
The minister read me a poem de- 
scribing this young man as a puppv 
scratching away at the roots of the 
tree of life and completely ignoring 
the huge tree growing and flowering 
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Fund he spent a year visiting some 
of the most famous and progressive 
schools on this continent and in Eu- 
rope. Many new and revolutionary 
ideas in medical teaching were under 
trial. Dr. Macleod tried to see and 
examine them all, and from what he 
saw he picked and chose, critically and 
carefully, whatever fitted our local 
needs. The result has been a new and 
forward looking curriculum. His plans 
have still to prove themselves on 
students but they have dissipated once 
and for all the fear that we might not 
be able to attract the right type of 


staff. It is of course unseemly to ap- 
pear complacent before we have 
started a single student into his third 
year, but we might be permitted to 
admit that we like what we have seen 
of the men who have come to head 
our clinical services and expand the 
various departments. From the vant- 
age point of retirement I can say this 
without immodesty, since the only 
credit that I can take to myself is that 
I did have something to do with per- 
suading Dr. Macleod to come in the 
first place. It was to me a very happy 
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above him — he was getting at the 
roots of the matter. This sometimes 
happens in clinical investigation. We 
are so concerned with getting at root 
one, branch three, sub-branch four, 
section five, tendril six, that we don’t 
see the tree at all. 

Of course, wonder which does not 
bear some kind of concrete result is 
incomplete. The following is a story of 
a great discovery and how it was 
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made. The man who made it was Otto 
Loewi, who is now 82 years old and 
the greatest man I am personally ac- 
quainted with. On Easter . Sunday 
morning in the year 1922, he woke 
up at 3:00 with the idea that the 
vagus works by means of liberating a 
chemical substance, and with the plan 
of an experimental method of proving 
it. He reached over to his bedside 
table, wrote this idea down, and went 
to sleep again — a remarkable ex- 
ample of control. He woke up in the 
morning to find that the paper he 
had written the note on was so thin 
that his pencil had gone through it 
and he could not make out what he 
had written. He knew it was a wonder- 
ful idea; unfortunately, he couldn’t re- 
member what it was. The next morn- 
ing at the same hour he woke up with 
the same idea and knew again how 
he could prove it. This time he got up, 
dressed, and went to the laboratory. 
There he took a frog, opened its 
heart and put some salt solution into 
it; then he stimulated the vagus nerve 
attached to the heart which, of course, 
slowed down. Then he took the salt 
solution from that heart, put it into 
another frog’s heart, and the second 
heart slowed its rate of beat without 
the vagus being stimulated — show- 
ing that his idea was correct. He then 
rushed to the assistants’ room, calling 
out, “Come out, come out, I have 
found something wonderful”. Thev 
only said, “Go away, Herr Hofrat (a 
sort of super professor). This is a holi- 
day, we are not coming out for any- 
body until 9 o'clock”. So he went 
away and danced up and down. They 
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came out at 9 o'clock and repeated 
the experiment. He later received the 
Nobel Prize. 

Now that seems all very simple. 
Professor Loewi was telling this story 
in 1929 in Boston at the International 
Physiological Congress and Sir Mich- 
ael Morley Fletcher, then secretary 
of the British Medical Research Coun- 
cil, said, “Loewi, that is quite wrong. 
I have it in my diary that when I 
was working with you in Marburg in 
1907, we were walking outside the 
village about sunset and I said to you, 
‘Doesn’t the village look nice in the 
sunset?” and you said to me, ‘Don’t 
bother me about the sunset. I am 
thinking that the vagus may work by 
means of a substance.’” He had had 
the idea in 1907, but without a method 
of putting it into experimental reality. 
It came back to him, for some reason 
which I do not know, and neither 
does he, in 1922, together with the 
method of proving it experimentally. 
He received the Nobel Prize for prov- 
ing it in 1922, not for the idea in 
1907. 

Thus, in doing scientific investiga- 
tion, clinical or otherwise, it is the 
carrying out of it which matters. It is 
not the wonderful ideas or the arm- 
chair reasoning — though these are 
necessary. The development of accu- 
rate methods and the carrying out 
of experiments takes time, space, and 
personnel. It must be realized that if 
these are overstrained by the de- 
mands from people who have ‘no con- 
cept of the time it takes to carry these 
into experimental reality, then the 
personnel, the apparatus, and_ the 
space become swamped and cannot 
function efficiently. 

The stimulus to clinical investigation 
can come through the basic sciences 
and be applied to man. Many of the 
new ways and procedures of working 
come by this path. Conversely, the 
stimulus can come through observing 
a patient — you will notice I do not 
say disease. We have, from the point 
of view of clinical investigation, a bad 
habit of pigeon-holing a patient after 
labelling him with the name of a di- 
sease. We think about the patient 
when he first comes into hospital, 
when we first see him; perhaps we 
think about him quite a lot, do various 
things about him. Then we put a name 
on him, tie him up with pink or blue 
ribbon and drop him into a pigeon- 
hole — and forget about him. I am 
not suggesting, of course, that the pa- 
tient is neglected in terms of his 
treatment or clinical follow-up, but 
merely that we tend to cease thinking 
about him in terms of his physiopatho- 
logical state as soon as we have named 
his disease. Thus we do not observe 
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(More slowly and sadly) 





The Scientific Medical 


(With apologies to the shade of W. S. Gilbert) 


I am the very model of the Scientific Medical. 

I know each nerve and artery, each ligament and pedicle; 
My knowledge has been built by evolutionary processes 
From Galen and Hippocrates to present day collossuses. 
I’ve studied all the endocrines and know the various offices 
Of pancreas and thyroid, or of thymus and hypophysis; 


I know the suprarenals too, and all that they’re related to, 
( - - lated to, - - - lated to, ah) 


I know the pH value of ionical acidity, 

I calculate percentages with wonderful rapidity, 

And when it comes to artery or ligament or pedicle 

I am the very model of a scientific medical. 

I’m particularly expert at a Wassermann analysis, 

I hunt for protozon in a patient with paralysis; 

The chemistry of insulin’s a subject that I revel in 
And antitoxin therapy I’m just the very devil in. 

I know the role of calcium in various forms of tetany 

I understand trypanosomes, although I’ve never met any; 


And I’ve the latest news on perineural sympathectomy, 
(- - pathectomy, - ectomy, ah, I have it) 


My knowledge often bringing in a good substantial cheque to me. 
I’m very strong on vitamins and matters dietetical; 

I know the graphic formulae of remedies synthetical; 

And when it comes to artery or ligament or pedicle 

I’m just the very pattern of a scientific medical. 


When I’ve acquired some knowledge about matters pharmaceutical; 

When I can diagnose a little deeper than the cuticle; 

When simple indigestion has become a trifle clear to me; 

When babies with the colic are no more a source of fear to me; 

When I can write a recipe with ordinary galenicals; 

When I have learned the doses of the various arsenicals; 

When highbrow scientific lore no longer needs a missioner; 
(missioner, - - condi, practi - - I’ve got it) 

You'll then consult me safely as a general practitioner. 

For my scientific knowledge, though I’m always up to date with it 

Has kept me back with practice, and I’m just a little late with it- 

But when it comes to artery or ligament or pedicle 





You'll find I’m just the model of a scientific medical. — 
From the “Journal of.Chemical Education”, March, 1929. Anonymous. 





him as accurately as we did prior to 
the diagnosis or pigeon-holing, and 
we tend to attribute variations in his 
state to the clinical entity, rather than 
think carefully about the factors which 
brought them about. Now, you cannot 
do that if you are doing clinical in- 
vestigation. You have to re-open your 
mind to the necessity for accurate ob- 
servation of the patient all the time 
you are considering -him or her. It is 
just as important that the facts about 
the patient, as observed by your 
senses, be accurate and be recorded, 
as it is that a complicated instrument 
be properly used, or that radioactive 
isotope or steroid excretion in the 
urine be accurately measured. 

The University Hospital, geograph- 
ically situated near the University, is 
ideally located for the carrying out of 
clinical investigation because of its 
juxtaposition to the basic sciences, the 


social sciences and the humanities. 
Geographical juxtaposition is, however, 
not sufficient. There must also be 
psychological juxtaposition, with the 
free conversational inter-play between 
these various groups which is, after 
all, the essence of a university. Uni- 
versity Hospital itself has side by side, 
a number of different disciplines, 
called departments, all of which may 
be more or less separate. But the var- 
ious techniques are available when 
they are needed; while there is also 
the conversational juxtaposition of the 
lunch room. Here, it is true, things 
other than medicine may be dis- 
cussed but a good many inter-depart- 
mental problems can also be solved 
by conversational interplay. I recom- 
mend this form of interplay in addi- 
tion to more formal conferences. 

A university hospital is, then, an 
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HE TWENTIETH century, par- 

ticularly the decade since the end 

of World War II, has seen a vast 
expansion of hospitals, out-patient clin- 
ics, health agencies, and __ bodies 
charged with planning for the health 
services in large parts of the Western 
world. The magnificent new Univers- 
ity Hospital in Saskatoon takes its place 
among the proud guardians of what 
modern medical science and hospital 
construction and administration have 
been able to achieve. I speak, how- 
ever, not of hospital buildings as such, 
of the achievements of the biological 
and physical sciences, or of the prac- 
tice of medicine in which I have no 
competence, but of patient care as it 
is provided within the hospital and as 
it is experienced by the patient. 

For some fifteen years now there 
has been increasing concern, both by 
the staffs who provide that care and 
by the patients who experience it, lest 
we be failing even to maintain stand- 
ards comparable to those that existed 
prior to the past war. In techniques 
for diagnosing, treating, and prevent- 
ing disease, we have shown pre-emi- 
nent success. But what about relation- 
ships with patients and the contribu- 
tion of those relationships to the heal- 
ing process? Let us take a brief look 
at patient care as it would probably 
appear to social scientists, as well as 
to many members of the health serv- 
ices, who visited a succession of large 
general hospitals that had well-estab- 
lished reputations in diagnosis and 
treatment of disease and_ laboratory 
research. 


Lack of Team Work 


Observation of floors or wards would 
reveal much movement, often hurried 
and sometimes confused, by staff of 
many different categories including 
several new groups of assistant person- 
nel. Almost everyone would be carry- 
ing out a procedure ordered by the 
appropriate person in the service with 
which he was associated. Even if he 
were a member of the regular ward 
staff and not from another department, 
however, he would rarely seem to be 
part of a team whose efforts had been 
closely co-ordinated on behalf of help- 
ing patients to manage the problems 
of illness, particularly psychological 
problems. Very infrequently would 
one see the members of the ward 
staff sitting down together at a con- 
ference table for regular and system- 
atic discussion of the needs of individ- 
ual patients and how those needs 
could best be met. 

Patients report that they find the 
stream of personnel who do something 


This paper is being published simul- 
taneously in “The Canadian Nurse”. 
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to them or for them but rarely with 
them extremely disconcerting and fati- 
guing. Instead of gaining psychological 
support they have a sense of vast 
aloneness and often increase of anx- 
iety. When ward staff is asked 
whether group planning could not 
lead to reduction in the number of 
personnel serving a particular patient, 
and whether it is not possible for some- 
one — physician or nurse — to sit 
down quietly with, and listen to, the 
patient for a few minutes each day, 
the questioner is promptly told that 
present deficits in ward care are the 
result of serious numerical shortages, 
particularly of nurses. That grave 
shortages exist in many geographical 
areas that have been rapidly expand- 
ing their medical and health services, 
as well as in practically all psychiatric 
hospitals, is factually correct; but to 
make these shortages bear so large a 
responsibility for inadequacies is to 
preclude examination of other essen- 
tial factors. 


Social Environment 


The average general hospital is still 
organized to take care almost exclus- 
ively of patients who are in bed, al- 
though early ambulation has greatly 
reduced the nature of hospitalization. 
The social scientist is surprised at the 
absence of convenient lounges furn- 
ished with books, magazines, and 
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games, and the absence of facilities 
for showing films, serving tea, or pro- 
viding other social activities. From the 
lessons learned by psychiatric hospit- 
als, and paediatric and rehabilitation 
services, are we not to conclude that 
all ill patients need a social environ- 
ment more nearly resembling that of 
the home and community which would 
give them some sense of contact with 
the outside world, some distraction 
from preoccupation with illness, and 
would perhaps reduce the demands 
for service made upon the ward staff? 
If there be a shortage of personnel, 
could a social setting not be created 
that would minimize this inadequacy 
somewhat and would allow patients 
themselves to give more psychological 
help to other patients? 


Rehabilitation 

Although large numbers of persons 
are employed in doing something to 
or for the patient, examination of 
ward care reveals that systematic 
plans for teaching patients how to care 
for themselves after leaving the hos- 
pital, or facilities for the maximum re- 
habilitation possible while in the hos- 
pital, are rare indeed. Many individ- 
ual patients certainly receive excellent 
instruction from physician or nurse 
and an increasing number of hospitals 
are concerned with problems of re- 
habilitation. But for numberless other 
patients responsibility appears to end 
when the acute phase of the illness 
is over. Everyone is so well acquainted 
with the serious consequences for the 
patient, which may bring about dis- 
comfort, anxiety, and often needless 
readmission to the hospital, that no 
illustrations are necessary. The ques- 
tion is: “Why is it impossible to -pro- 
vide at least the essential guidance, 
even if rehabilitation cannot be sup- 
plied?” The answer probably lies 
chiefly in the fact that there is no 
clear allocation of responsibility among 
personnel as to who is to do the 
teaching, or insufficient supervision, if 
responsibility has been assigned, to 
guarantee that the teaching will be 
consistently performed. And the rea- 
son for failure to determine who shall 
assume the responsibility is rooted in 
considerable part in the inadequacy 
of communication that exists among 
the categories of staff concerned with 
patient care. »—> 
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Communications 


This last conclusion brings us im- 
mediately to one of the most serious 
problems in its consequences for pa- 
tient care; but one of which physici- 
ans particularly seem so little aware 
that something must be said about it 
in’ greater detail. It is the distressing 
lack of communication between the 
two professions most directly and in- 
timately in contact with the patient, 
namely the doctor and the nurse. So 
incredible does this phenomenon ap- 
pear to the social scientist, when he 
first begins objective observation of 
hospitals, that one sociologist periodic- 
ally stationed himself near the charge 
desk on various wards to count the 
number of exchanges — of no matter 
what nature — between these two 
groups of staff. His count showed that 
physicians spoke to physicians, even at 
the head nurse’s station, eight times 
as frequently as they spoke to nurses. 
If this occurs in a fine voluntary hos- 
pital that prides itself on administra- 
tive competence, is it any wonder that 
a lay board member of another hos- 
pital characterized this social distance 
between the two groups as a “barren 
no-man’s land”? 

What are the consequences of such 
failure in communication for the pa- 
tient? One brief illustration will have 
to suffice. In a particular hospital 
which I was visiting, it was suggested 
that I talk to the head nurse of a ward 
for veterans with long-term illness, be- 
cause she was so exceptionally com- 
petent and highly motivated in the 
care of chronic patients. In describing 
the various patients and the nursing 
problems presented, she came to the 
name of Mr. M. “Last night he told 
the nurse,” said she, “that he did not 
expect to live. We had no idea that he 
had anxiety about dying, particularly 
when his condition is so much better 
than that of the other patients.” “And 
what has been done to relieve Mr. M. 
of anxiety?”, I inquired. “The night 
nurse reported it to me and I have 
reported it to the resident,” was the 
reply. “Do you know whether the 
resident has already had a talk with 
Mr. M.?”, I queried. She did not 
know. “Do you think he will talk with 
Mr. M. — and very soon?” She re- 
fused to hazard an opinion. When I 
inquired what she considered was her 
responsibility, knowing as she did that 
a patient was afraid he was going to 
die, she only said again that she had 
reported the matter promptly. “But 
couldn’t you ask the resident, with a 
smile, ‘Did you remember to see Mr. 
M.?"” To this she answered, “You 
have been discussing with us in the 
hospital the value of ward staff meet- 
ings at which we could talk about the 
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management of patients. If we are 
able to start such meetings, problems 
like that of Mr. M. can be taken up.” 

The only difficulty with the pro- 
posed solution was that such meetings 
would not be instituted for weeks at 
best, and Mr. M. was suffering anx- 
iety. Here was a thoroughly experi- 
enced nurse whose interpersonal rela- 
tions with patients, as I watched her, 
appeared so excellent that she could 
probably have allayed Mr. M's fears 
in short order. Yet she did not feel 
free to assume that responsibility or 
even to make certain that the resi- 
dent physician had assumed it. We 
can only infer that the institutional 
system of the hospital, a subject to 
which we shall return soon, had pro- 
duced this strange pattern of behavi- 
our. 


Motivation 


Detailed observation of patient care 
and interviews with personnel lead to 
the conclusion that motivation is often 
inadequate and morale low among 
many members of ward staffs. So poor 
indeed does motivation frequently ap- 
pear that we must ask whether the 
roots of the present problems do not 
lie here quite as much as in numerical 
shortages. In hospital after hospital 
that is favoured with relatively large 
staffs and excellent equipment and 
facilities of the traditional kind, ad- 
ministrators admit that if only the re- 
sources in personnel and equipment 
could be fully mobilized patient care 
would probably be greatly improved. 

When members of the staff are in- 
terviewed by a social scientist in 
whom they have confidence, recurring 
opinions and emotions are expressed 
that perhaps explain the half-hearted 
interest. If these opinions are sorted 
and arranged according to their fre- 
quency, the interviewer is likely to 
discover that, above everything else, 
staffs want to be found fault with 
less when the fault lies really in the 
hospital system rather than in their 
own neglect or shortcomings. Generally 
in second place is the desire by staff 
for recognition in the form of a word 
of praise or a smile when something 
has been done well. Relatively high 
on the list is the expression of need 
for stronger support from ward physici- 
ans or supervisory nurses in frustrating 
and anxiety-provoking situations. Pa- 
rallel with the expression of need for 
support, however, is the desire to be 
consulted about patients’ behaviour or 
what could be done to improve ward 
conditions. Interestingly, higher pay 
and shorter working hours, that man- 
agement often concludes are workers’ 
chief interest, are likely to be well 
down the list — and that in spite of 


the low salary scale of hospitals gen- 
erally. 

What hospital employees who work 
most closely with patients want, there- 
fore, is much like what most workers 
elsewhere want: the sense that what 
they are doing is important, and that 
it is recognized, as such, both by those 
higher in authority and by their own 
category of staff. They want that rec- 
ognition to be demonstrated in positive 
terms not only of praise and of being 
asked for opinions concerning ward 
matters, with which they are well ac- 
quainted, but they want to be given 
the feeling that they are part of a 
group therapeutic effort. In the failure 
of the hospital to supply these basic 
needs of its employees may lie an 
essential reason for patient care being 
impersonal, hurried, and neglectful of 
other than technical procedures. Is it 
not possible that floor staffs have lived 
in a cold, sterile atmosphere that has 
chilled them to the bone until they, 
in turn, reflect that atmosphere in 
their stiff and starched relations with 
patients? 

This question brings us to the last 
point in this array of observations. The 
social scientist notes research labora- 
tories where productive efforts are 
being made to further diagnostic and 
therapeutic goals. But he rarely finds 
comparable research concerned with 
assessment of the quality of patient 
care, with development of techniques 
for increasing effectiveness of relations 
between staff members and between 
staff and patients, and with evalua- 
tion of the results achieved. In a man- 
uscript recently submitted to Russell 
Sage Foundation for publication, one 
of the authors has written the follow- 
ing paragraph about a hospital that for 
a decade has pioneered in studies of 
improvement of patient care. “As late 
as 1943 there was little research that 
tended to increase _ self-awareness; 
understanding of the manner in which 
each individual in the hospital setting 
was functioning, how he was contribut- 
ing to therapeutic goals, and how his 
contribution might be implemented 
further. Although a few things within 
the hospital system were well studied, 
the system itself escaped notice, and 
(social science) research was not an 
integral part of the system.” 

Research of the kind referred to 
above has as yet been slight. What 
has been learned, however, from the 
application of concepts of behaviour 
to the field of industrial management 
alone furnishes sufficient guide lines 
for initiating hospital research and ex- 
perimentation. Dr. J. A. C. Brown, a 
British psychiatrist, has simply and 
clearly synthesized this knowledge in 
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HE PRESENT, however glorious, 
is the child of the past. Saskat- 
chewan’s health program had its 

origin, before the birth of the province, 
in the infectious disease ordinances of 
the North-West Territories. With the 
establishment of a provincial govern- 
ment, a provincial medical health of- 
ficer was appointed, and many in this 
audience will remember the pioneer- 
ing efforts of Dr. M. M. Seymour, 
who served from 1906 to 1927. Under 
his effective leadership, the basic 
structure of a public health program 
was organized. Public health nursing 
services were launched; beginnings 
were made in the maternal and child 
health field; sanitary engineering was 
provided; and the Provincial Labora- 
tory, started in 1905 as an agricultural 
function, became a basic part of the 
health department. 


Virtually within a single generation, 
a series of outstanding health achieve- 
ments earned for Saskatchewan a spe- 
cial place among the provinces of Can- 
ada. With the name of Dr. R. G. Fer- 
guson is associated an anti-tuberculo- 
sis program that has toppled this di- 
sease from a leading to a relatively 
minor cause of death among Sas- 
katchewan people. With Dr. F. D. 
Munroe, we associate the enlightened 
advancement of mental health facili- 
ties. With Dr. Alan Blair, we associate 
the Cancer Commission’s clinics for di- 
agnosis and radiotherapy that have 
now won world-wide recognition. 


In these early years, also, there 
grew up in Saskatchewan patterns of 
organizing medical care and hospitals 
that were a remarkable adjustment to 
the needs of these thinly settled prai- 
ries. The municipal doctor prepayment 
plans, starting in 1915, helped to bring 
general practitioners to the  cross- 
roads and villages — the first govern- 
mental health insurance schemes on 
this continent covering whole com- 
munities and laying a foundation for 
much that has followed. The union 
hospital conception was hammered 
out, permitting rural and urban muni- 
cipalities to unite for the construction 
and operation of general hospitals — 
a svstem that has helped to provide 
Saskatchewan with a supply of beds 
well in excess of other provinces and 
states of greater wealth. And in 1926, 
under the Universitv of Saskatchewan, 
the School of Medical Sciences was 
set up to provide training in the 
pre-clinical sciences — the foundation 
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stone of today’s full-blown College of 
Medicine and University Hospital. 


Health Decade 

The last ten years in this first half- 
century of Saskatchewan’s growth may 
well be described by future historians 
as the “health decade”. For the years 
1945-55, building upon the founda- 
tions of the past, have seen develop- 
ments which place Saskatchewan 
clearly in the forefront of medical- 
social progress throughout the world. 


You all know of the Health Services 
Survey conducted in 1944 under the 
leadership of Professor Henry E. Si- 
gerist. From its recommendations 
there followed a chain of inspiring 
events which are still in progress. In 
1945, the public health program was 
enormously strengthened by starting 
the organization of health regions. 
These bring modern preventive serv- 
ices closer to the people and place 
them under the guidance of citizens’ 
boards, while still financing services 





























Strengthening the Quality 





largely from the more ample provinc- 
ial revenues. The old municipal doc- 
tor plans were strengthened with a 
system of provincial grants which 
helped, at the same time, to stand- 
ardize sound relationships between 
municipal councils and physicians. A 
broad program of health services for 
public assistance recipients was 
launched, providing these needy per- 
sons with a far more comprehensive 
service than the local municipalities 
were formerly able to support. In the 
Swift Current Health Region, some 
50,000 people became covered by a 
comprehensive prepaid medical care 
plan which gained the co-operation 
of the physicians in the region and 
has become the object of study by 
health leaders from all over the contin- 
ent. 


Provincial grants were soon pro- 
vided for assisting communities and 
union hospital districts in the construc- 
tion of hospitals and health centres, 
to be supplemented later by national 
health grants. To cope with the isola- 
tion of thousands of rural families, a 
unique airplane ambulance _ service 


was organized. A consultation service, 
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to raise the quality of hospital care 
in scores of small institutions, was 
set up and has been steadily ex- 
panded. In 1947, the Saskatchewan 
Hospital Services Plan was launched, 
the first demonstration on this contin- 
ent of the effectiveness of the com- 
pulsory insurance principle in financ- 
ing health services for a whole popula- 
tion. Its direct benefits in providing 
a generous volume of hospital care 
to Saskatchewan people are well 
known; but I suspect that the indirect 
influences on over-all health planning 
in this hemisphere will prove even 
more remarkable. 


And these were not all the achieve- 
ments in Saskatchewan’s health de- 
cade. The services of the Cancer Com- 
mission were greatly expanded, sup- 
porting now the complete cost of 
cancer diagnosis and treatment, in- 
cluding surgical operations, and intro- 
ducing here in Saskatoon one of the 
first radioactive cobalt therapy units 
in the world. In tune with world-wide 
developments in rehabilitation, restor- 
ative services for poliomyelitis and 
cerebral palsy were greatly extended 
through specialized centres. Psychia- 
tric services were extended from the 
hospitals out into the community 
through mental health clinics and 
psychological services in the schools, 
while at Moose Jaw there is being 
opened an institution for training the 
mentally retarded which will be the 
envy of all Canada. To staff this ex- 
panding program, Saskatchewan did 
not simply bewail personnel shortages, 
but organized its own special programs 
for training technicians, psychiatric 
nurses, general nurses, and health 
aides. The Centralized Lecture Pro- 
gram for nursing students in ten hos- 
pitals was another innovation in re- 
markable adjustment to the rural situa- 
tion. Newer fields of public health 
were tilled in this period, like health 
education and nutrition. Preventive 
dental services were incorporated in 
the regional health programs. 


During this period, the vigour of 
governmental action for better health 
service did not dampen the enthusiasm 
of voluntary societies; on the contrary, 
professional associations and voluntary 
agencies continued their good work, 
participating in many of these devel- 
opments and shifting attention to meet 
newly recognized needs like arthritis 
and general rehabilitation of the dis- 
abled. Prepayment medical care plans 
under voluntary auspices extended 
their coverage. 


What Lies Ahead? 
With this great record of accom- 


plishment in its first half-century, what 
lies ahead for Saskatchewan? What 
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role has the University of Saskatche- 
wan with its College of Medicine and 
hospital in the next half-century? De- 
liberately I made no reference to 
these institutions in the achievements 
of the recent past. For while they 
have been built by the toil and dreams 
of many, their mission lies in the fu- 
ture. In fact, they symbolize the very 
essence of the tasks that lie ahead in 
strengthening the quality of medical 
and hospital service in this great prov- 
ince. 

In all ages, the university has been 
the guardian and conveyor of the les- 
sons of the past. Today it is also the 
leader into the future. Far from being 
the distant ivory tower, this hospital 
and this school of medicine lie at the 
heart of Saskatchewan’s health serv- 
ices. In them will be found the best 
of modern science and the human 
spirit. From them will emanate ideas 
and demonstrations that will infuse 
medicine in every village and hamlet. 


The tasks and ideals of health serv- 
ice in modern communities are almost 
an endless universe, touching every 
aspect of life and society. The breadth 
of the problem has been sketched in 
Saskatchewan’s Health Survey Report 
of 1951. In my view, the tasks ahead 
lie along four main paths and, in each 
of them, the College of Medicine with 
its teaching hospital must be a van- 


guard, 


Preventive Services 


First of all, organized preventive 
services in Saskatchewan should be 
strengthened and their content ad- 
justed further to changing needs. 
Many thousands still live in territory 
not protected by a full-time public 
health service. Public understanding 
of the values of preventive medicine 
is still not perfect; and more forthright 
action by the provincial government 
may be necessary to complete coverage 
of the province. Surely, the rural re- 
gion surrounding the City of Saskatoon 
should be included in an organized 
service, along with the City Health 
Department. Aside from its intrinsic 
value, such a health region would be 
essential for effective public health 
teaching and research at the medical 
school. 


The content of regional health serv- 
ices requires adjustment to the chang- 
ing nature of today’s health needs. 
While evironmental sanitation, com- 
municable disease control, and child 
and maternal health work remain 
basic, new attention is required in the 
vast sphere of chronic disease. The 
health officer and the family physician 
must think out and initiate concerted 
preventive attacks on lung cancer, 
heart disease, and other major killers 


and cripplers. Early case-finding, such 
as has been conducted for years for 
tuberculosis, might be applied to 
other chronic disorders. New ap- 
proaches are needed to the large and 
complex problems of accidents on the 
highway and the farm, in the factory 
and the home — approaches based 
not only on mass education but on 
epidemiological analysis of the prob- 
lem in relation to predictable subject- 
ive and objective factors. Deficiencies 
in housing, especially in the smaller 
communities, present health hazards, 
and the public health movement 
should join in the battle for improve- 
ment. Advancing industrialization and 
expanding mining operations in the 
province point up the need for a con- 
sulting occupational health service. 

The continuing inroads of dental di- 
sease are so great that only a pre- 
ventive approach holds hope. Mass 
fluoridation of water supplies must be 
extended more rapidly and ways be 
found to give optimal fluoride intake 
to persons not on public water svys- 
tems. For prompt treatment of dental 
caries in children, use of special auxil- 
iary personnel under professional su- 
pervision, like the dental nurse of 
New Zealand, might well be explored. 
Saskatchewan could be the first to es- 
tablish a training school for such work- 
ers in North America. 

Finally, it seems to me that the 
scope of administrative services of the 
health regions should be extended 
bevond the sphere of strict prevention 
into all aspects of social medicine. The 
training and skills of regional health 
officers and their staffs should be more 
effectively utilized by having them 
play a part in the administration of 
hospitals and the guidance of medical 
care programs on a tax-supported or 
prepaid basis. There are wide op- 
portunities for incorporating preventive 
service into day-to-day hospital and of- 
fice practice. Co-ordination of the ad- 
ministration of preventive and_treat- 
ment services at the regional level 
would present countless opportunities 
for enhancing the quality of services 
to the average person in health and 
disease. Such broad responsibilities, 
moreover, would attract a stream of 
well-trained public health physicians 
to positions in Saskatchewan’s health 
regions. 

All these and other tasks in public 
health service could profit from lead- 
ership and inspiration by the College 
of Medicine’s Department of Social 
and Preventive Medicine. Largely un- 
tapped data from the Hospital Services 
Plan and various medical care _pro- 
grams, on the other hand, could pro- 
vide this department with endless ma- 
terial for epidemiological research, on 
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HE RELATIONSHIP of medical 
education to general education is 
very important because all those 
who care for the sick must also be 
people in general circulation and in 
tune with their communities. It seems 
too that the teaching hospital — the 
medical school and its teaching hospi- 
tal, we might better say, because the 
two are one—represents what we may 
call the germinative centre of medi- 
cine. From it flows new facts, new 
ideas and new personnel of all sorts: 
physicians, surgeons, medical investi- 
gators, nurses and all the other pro- 
fessional people who are necessary 
in the care of the sick and in the 
promotion of health. Also, the uni- 


versity hospital cares for patients” 


itself. Thus the teaching hos- 
pital really encompasses what I like 
to think of as the essential trinitv of 
medicine; namely, research, education, 
and practice. If these three be sweetly 
blended, we have one great profes- 
sion. I think of the teaching hospital 
as representing the centre of a sys- 
tem of concentric rings and spokes, 
from which radiate all that has to do 
with medicine in the broadest sense 
of that term to the entire community. 


It seems to me that Great Britain, in 
setting up a national health service 
—and I gather you are doing some- 
thing similar in Saskatchewan — has 
been very wise in making the 
medical school and its affiliated hos- 
pital the focus of all medical activity. 
It was a very sound thing to do and 
I think that the United States should 
attempt to achieve the same purpose 
but perhaps by~different methods. In 
my country with its stupendous con- 
servatism, socially at least,we have to 
do as best we can with what we have. 
We must work by private endeavour 
to a large extent, although as some 
of the reactionary medical people in 
the United States seem to forget, we 
have a good deal of government med- 
icine already. Some of the persons 
who are most hostile io government 
medicine, I find, and it rather amuses 
me, work for Uncle Sam and his great 
veterans’ administration medical svs- 
tem and take his pav quite happily. 
It does not seem to be quite consistent 
but then we are told that onlv fools 
are always consistent. , 


The Nature of Medicine 


I would like to say a word about 
the nature of medicine. Medicine has 
been called an art; it has been called 
a science; but mv feeling is that it 
°Dr. Means is Jackson Professor Emeritus 
of Medicine, Harvard Medical School and 
Medical Director, Homberg Memorial In- 
firmary, Massachusetts Institute of Tech- 
nology, Cambridge, Mass. 
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is neither the one nor the other but 
rather a professional calling with spe- 
cific objectives to be reached by em- 
ploying any body of human knowl- 
edge that is useful. I’ve been working 
lately in an engineering school be- 
cause I had reached the retiring age of 
the medical school where I had pre- 
viously worked. I had thought I would 
become ‘very nostalgic for the old 
place, but I have not been so at all 
because I have been too busy. Also, I 
have gained a broader point of view 
because of working in this institution 
which approximates a university, al- 
though it started as an engineering 
school. The engineer, I find, is very 
similar to the physician. His discipline 
is not a science but a professional cal- 
ling with definite human objectives. 
The engineer needs a general educa- 
tion no less than the physician, so that 
engineering schools are providing as 
well as they can for such education. 
Therefore, I would say that medicine 
is not a science sui generis but that 
it uses all sciences. 


Research in Medicine 


Now one cannot do such work ex- 
clusively in research laboratories, mak- 
ing use of animals or other non- 
human subjects of research, because 
in a laboratory one could never con- 
ceive all the things needing study in 
the field of health or medicine. It is 
nature who provides the subjects, who 
raises the questions for the medical 
investigators to solve. We must have 
research in hospitals because it is there 
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that nature challenges us with the 
problems of sick people crying for so- 
lution. It is natural, therefore, that we 
should have research in the field of 
medicine and it is particularly natural 
that it should be most concentrated 
and most intensely pursued in the 
teaching hospital. It should, however, 
be done by everybody who has the 
opportunity to make observations. Sir 
William Osler said “Observe, report, 
communicate” — and that is a good 
formula. 


The research spirit should be all 
pervasive among all those who pro- 
mote health or care for the sick. Any- 
one may make an observation of im- 
portance provided he has a prepared 
mind. One of my most beloved teach- 
ers was the late Walter B. Cannon, 
who was Professor of Physiology when 
I was a medical student at Harvard. 
Shortly before he died he wrote a 
little book, really an autobiography, 
in which he used the word “serendi- 
pity”. He was very fond of this word. 
He got it from Horace Walpole, and 
the point was as follows. It was a 
story about three princes of Serendip, 
which is an old name for Ceylon, who 
travelled about the world and were 
always making accidental observations. 
They were smart enough to see the 
significance of their observations, to 
exploit them and put them to use to 
their own advantage. That is what one 
should do in research — exploit the 
breaks that God or nature gives you, 
if you want to contribute to the sum 
total of knowledge in the field of med- 
icine — but it requires the prepared 
mind. I think a good example is that 
of the late Sir Alexander Fleming. I 
remember hearing him, when he re- 
ceived an honorary degree at Harvard, 
make this remark — “If my laboratory 
hadn’t been so dirty, I never would 
have discovered penicillin”. But you 
see he had a prepared mind so that 
when he observed, in certain old cul- 
tures of bacteria which had become 
mouldy, that there were translucent 
zones about the colonies of mould, 
he recognized that the mould was 
making something that killed the bac- 
teria. The ordinary person would have 
thrown the cultures out; and although 
nature had given a hint, it would not 
have been taken. That is serendipity 
in his case — I think in its purest form. 
The point that I would like to make 
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is, we all have these opportunities. 
The nurse can have them. She may 
observe something that the doctor has 
not observed, and if she tells him he 
should heed what she says and try 
to work out what it is all about. Per- 
haps he will freeze up and be un- 
receptive. However, we will hope that 
doctors will improve in their receptiv- 
ity also as time goes on. That is one 
of the aims we must strive for in edu- 
cating our medical students — they 
must always be prepared to receive 
new information even if it is most dis- 
astrous to their preconceived ideas. 


Research in the area of medicine 
has to be done, part of it at least, in 
the wards of hospitals. Often it is nec- 
essary, for example, as Dr. Browne 
has indicated, to collect accurately a 
24-hour specimen of urine — a dif- 
ficult thing to do. It is impossible, as 
he said, and regrettable that it can- 
not be done in a general ward. A 
special research ward is necessary and 
I hope there will be one in this new 
University Hospital. I started one 
(Massachusetts General) in 1925, 


called Ward 4. It had ten beds then 
and it has ten beds now but it has a 
very distinguished history because 
people like Fuller Albright, Chester 
Jones, Carl W. Walter, and my thyroid 
group have done a lot of work in it. 
It was not the first one of its type— 


Eugene Dubois had one in Bellevue 
Hospital which I more or less copied, 
and Francis Peabody had one at the 
Boston City Hospital. This kind of fac- 
ility is necessary in the teaching hos- 
pital if the latter is to be a germinative 
centre sending its influence out to the 
rest of the medical world. It is nec- 
essary to have such facilities and the 
United States government now has ac- 
cepted this idea, and has built a 500- 
bed Ward 4 at Bethesda, Md. Some 
time it will be full of patients with 
diseases needing study and it will have 
enough skilled staff to study them 
properly. It has about 150 now, but 
is filling up. As I see it, the one 
trouble with such an institution is that 
it is not part of a university. The un- 
versity juxtaposition is really essential 
to the very best type of research. The 
presence of the student always in- 
creases this intellectual activity. Stu- 
dents are very alert, they are in the 
period of life when they do not have 
inhibitions. They can say what they 
please, they can ask the most embar- 
rassing questions, and the fact that 
these questions are raised means that 
ideas come up, and are not forgotten. 
For that reason I maintain that the 
best care that a patient gets is where 
research and education are both going 
on. We have no place in America, 
either in Canada or the United States, 
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for the old type of German “Geheim- 
rath” — medicine, where the profes- 
sor was next to God and nobody dared 
question what he said. Something 
happened to me once which I have al- 
ways remembered and enjoyed. I 
had been expounding on ward rounds 
about a certain action of digitalis and 


said, “It would be particularly useful’ 


here, gentlemen”. “Not according to 
Goodman and Gillman”, said one of the 
students. That took me aback for a 
moment, but I could see that he was 
right in bringing up the question. I 
was not sure that Goodman and Gill- 
man were right, but they may have 
been. At any rate, my statement was 
questioned; that is the important thing 
and that is why the patient gets better 
care in such a place. I am now going 
to leave research, which is the first 
of the trinity I mentioned in the be- 
ginning, to consider the role of educa- 
tion in medicine. 


Education in Medicine 


Education must go on. I am afraid 
the educational influence will be 
missed at the clinical centre of the 
U.S.P.H.S., although there are some 
very good people there. Education 
should not be dogmatic, it should be 
an attempt on the part of the teachers 
to present general principles and to 
inculcate them. But more particularly 
education should stimulate, encourage 
the asking of questions, and teach stu- 
dents how to think for themselves. We 
should not concentrate on the past but 
should present to the students un- 
solved problems of the present and let 
them get to work on them. Perhaps 
they will find the answers. “Always 
be willing to learn” should be the 
motto of the doctor of medicine or 
any other scientific person. As long as 
he lives, he should continue to think 
and be ready to throw over what he 
has conceived as the truth if new 
evidence comes in to shake it. I want 
to stress also very strongly that one of 
the most important things we can do is 
to train physicians, nurses, or any of 
the people within the fold of medi- 
cine, to recognize their responsibilities 
and to be prepared to meet them 
both intellectually and morally. It is 
not a matter of filling students full of 
facts and giving examinations in the 
hope of getting the facts back again. 
We have to teach students how to 
carry on in their professional work. 
Any profession has deep commitments 
in the field of responsibility. That is 
why we get medical students, pupil 
nurses, and students of all the medical 
skills, to work in the hospital or in the 
outpatient clinic or in the patient’s 
home or wherever there are health 
problems, and give them responsibil- 


ities in relation to the patient at the 
earliest possible moment. I do not be- 
lieve there is anything that has more 
educational value than making young 
people take responsibility for another 
human being. When it is given to 
them, they like it and they rise to it. 
They meet it, and in so doing are 
tremendously stimulated. When I was 
a student we were given no respons- 
ibility whatever until we got our 
medical degrees. We were taken on 
Cook’s tours in large groups around 
a ward and shown this, that, or the 
other thing. We only saw the patient 
once and had nothing to do with his 
care. That has all been changed with 
the current system — in Britain and 
America at least — of giving the stu- 
dents reponsibility in the care of the 
patient. That makes medicine come 
alive for them and excites them. There 
is no reason why such experience 
should be concentrated in the univers- 
ity hospital. It can be obtained in the 
regional hospitals, the health centres 
or the private physician’s office if he 
is in touch with a proper centre. 


The Practice of Medicine 


Then, finally, practice — what of 
the doctor of the future? Medicine is 
so complicated now and so complex 
that no one individual can take the 
whole responsibility for patient care 
because he does not have all the nec- 
essary skills. Therefore, team work is 
necessary and that should extend 
throughout the whole practice of med- 
icine, even to the most thinly popu- 
lated area. Doctors of the future must 
be organized more and more in teams 
to provide medical care. Also, the 
team must have a leader. In the 
teaching hospital the team will be the 
visiting physician, the chief resident, 
the various other residents, the interns, 
the nurses, the social workers, maybe 
the occupational therapist, the dieti- 
tian, whoever is called to take part in 
the care of the patient. The team must 
be integrated and as nearly as pos- 
sible act as a single individual. More- 
over, as Dr. Mott has said, we must 
have team work throughout an_ area. 
I am sure that in Canada you have 
gone farther in doing this than have 
we in the United States. Canada rep- 
resents a very intelligent and stimulat- 
ing position midway between Britain 
and the United States. In contrast to 
some of my countrymen, I think the 
British system is working very well. 
We have a more or less chaotic state 
in the United States while Canada 
occupies an intermediate position. You 
are trving experiments, and I would 
agree that the experimental method 
must be carried out, as Dr. Esther 
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MONG major developments in the 
past year, the most important, 
from the point of view for operat- 
ing hospitals, was the Government's 
decision not to provide funds for salary 
rates above those established in 1954. 

Some of the newer board members 
and hospital officials may encounter 
difficulty in differentiating between 
government policies and the adminis- 
tration of policies. The amount of 
funds made available for hospital care 
and the policies to be followed by the 
Hospital Insurance Service are a re- 
sponsibility of the Government. The 
Hospital Insurance Service, as an ad- 
ministrative arm of government, is re- 
sponsible for carrying out policies laid 
down by our board of directors which 
is known as the Cabinet. 

It is interesting to go back and trace 
the various changes in policy, with re- 
gard to hospital costs, since the Hos- 
pital Insurance Service commenced its 
operations on January 1, 1949. 

(1) During 1949 and 1950 hospital 
deficits were made up; hospitals were 
free to expand services and increase 
costs. During these two years, hospital 
salaries and wages (including added 
staff) increased by $4,700,000. 

(2) In 1951 firm budgets were in- 
troduced as a result of a government 
decision that deficits would not be 
made up. During 1951 and 1952 rea- 
sonable increases in services and _ in- 
creases in salaries were covered and 
the cost of salaries and wages in- 


creased by a further $5,000,000. 


(3) In 1953 and 1954 the govern- 
ment decided, in view of the con- 
tinued increase in the cost of operating 
existing services, that no funds would 
be provided for added services. How- 
ever, during these two years, salary 
increases were covered: and by the 
end of 1954 a further $5,400,000 had 
been added to wage costs, bringing 
the total to $24,800,000. 

It will be noted that, during this six- 
year period, wage costs increased bv 
an average of $2,500,000 per vear. 
Less than $1,000,000 per vear of this 
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increase was due ‘to added staff for 
increased beds and increases in the 
number of patient days. 


(4) For 1955 the government issued 
instructions that the Hospital Insurance 
Service was to establish budgets on the 
basis of 1954 salary rates and allow for 
increments based upon the 1954 wage 
scales. These increments increased the 
total salaries allowed by a further 
$325,000 which, together with the staff 
required for added beds and increased 
occupancy, would bring the total ap- 
proved expenditure on salaries and 
wages for 1955 to approximately $25,- 
600,000. This increase of less than $1.- 
000,000 in salaries for 1955 can be 
compared with the average increase 
of $2,500,000 during the preceding 
six years. However, actual expenditure 
on salaries in 1955 will exceed the ap- 
proved amount since a number of hos- 
pitals are paving higher salary rates 
than those included in their budgets. 

Before going on to speak about 
other matters I would like to bring to 
your attention a few facts relative to 
the over-all hospital picture in British 
Columbia. 


It is estimated that the total ex- 
penditure by the public hospitals of 
this province for 1955, will be approx- 
imately $37,000,000. This compares 
with $16,300,000 in 1948 an in- 
crease of over $20,000,000 or approx- 
imately 125 per cent in seven years. 

In 1954 B.C. hospitals employed 
10,700 workers, including 1,285  stu- 
dent nurses. An increase of 700 em- 
ployees over 1953 was to a consider- 
able extent due to a shorter work 
week. 


In 1954 public hospitals admitted 
164 patients for every 1,000 popula- 
tion. This was the same as in 1953. 
However, since the average patient in 
1954 remained in hospital a_ little 
longer than in 1953, hospitals provided 
an additional 50 days of care per 1,- 
000 population. This slight increase in 
the average length of stay of patients 














added 60,000 hospital days to the 
1954 total. 

By December 31st of this year the 
Hospital Insurance Service will have 
paid hospital accounts amounting to 
almost $150,000,000. 


Construction 


During this year it has been found 
necessary that pre-construction bud- 
gets be submitted by hospitals prior 
to the approval of construction proj- 
ects. This additional procedure was 
brought about by the planning of new 
hospitals or major additions with insuf- 
ficient consideration being given to op- 
erating costs. 

The construction cost of hospitals is 
infinitesimal when compared with the 
operating costs that are incurred dur- 
ing the life of the building. We must 
keep in mind that hospitals being con- 
structed today will probably be in op- 
eration 50 vears from now, when hos- 
pital employees, if present trends con- 
tinue, mav have a shorter work week. 
Expenditure on building facilities and 
equipment that will reduce service 
costs, and enable the hospital to de- 
vote a maximum share of its operating 
funds to the care of patients, is absolut- 
elv essential. To do this, it is necessarv 
that the proposed hospital be “staffed” 
while it is still on the drawing board. 
Every procedure should be analyzed 
in detail to ensure efficient and econ- 
omical operation. The operating esti- 
mates for the proposed new hospital 
or addition should be based upon a 
reasonable occupancy. Almost any hos- 
pital, no matter how poor the plan, 
could operate at a reasonable per diem 
rate with a verv high level of oc- 
cupancy. The real test of planning is 
the hospital’s ability to provide care at 
a reasonable cost for a level of oc- 
cupancy considered to be normal and 
desirable. 

In connection with these pre-con- 
struction estimates, I quote from a re- 
cent article of Conrad Hilton, the in- 
ternational hotel man. “Hotel profits 
today start on the drawing board. 
Modern hotels and furnishings are 
easier to keep clean and maintain — 
a vital factor, for hotel labour costs 
three. times more than it used to, and 
works eight hours instead of 12 or 16. 
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It is necessary to face up to the facts 
of modern hotel life by installing la- 
bour-saving machinery in the kitchens 
and laundries, et cetera.” 

One of the problems connected with 
the construction of hospitals is created 
by the desire to have sufficient beds 
to allow for a population increase in 
the next five, ten or 15 years. This 
is a reasonable and business-like ap- 
proach to hospital construction but, in 
practice, we find that in many areas 
new beds made available for the fu- 
ture are almost immediately occupied 
as a result of the average patient re- 
maining in the hospital for one, two, 
or three days longer. One wonders 
how much of this increase is necessary 
and if it would not be better to 
change the present construction policy 
to one of planning intensively for the 
future but building only for present 
needs. When one considers the rela- 
tively small cost of adding bed areas, 
when compared with the annual op- 
erating cost, it would seem that such 
a policy is inevitable. 


Advisory Councils 


Another recent development has 
been the appointment of two advisory 
councils to make recommendations in 
connection with the laboratory and 
radiological services grant which has 
been made available through the Fed- 
eral Government. Each of these ad- 
visory councils consists of members 
from the Canadian Medical Associa- 
tion, B.C. Branch; the Faculty of Med- 
icine at the University of British Co- 
lumbia; the British Columbia Hospitals’ 
Association; the Health Branch and 
the Hospital Insurance Service. These 
grants were made available by the 
Federal Government to assist in the 
improvement and expansion of labora- 
tory and radiological diagnostic facili- 
ties and services. We can assume that 
this is considered by Ottawa to be a 
very important prerequisite to any de- 
velopment of health insurance in Can- 
ada. To date, these grants have been, 
generally speaking, restricted to assist- 
ing hospitals in purchasing laboratory 
and radiological equipment on the 
basis of 40 per cent federal funds, 20 
per cent provincial funds, and 40 per 
cent from the hospital. 

These two advisory councils have 
held a number of meetings during the 
past two months and are studying ex- 
isting facilities, staff and services, with 
the object of making recommendations 
as to how the funds can best be util- 
ized to assist hospitals in improving 
their laboratory and x-ray diagnostic 
services. Hospital administration should 
keep these grants in mind when con- 
sidering the development or expansion 
of x-ray or laboratory services. 
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Preparing for a Survey 


During this year a considerable 
number of hospitals have requested 
a survey of their operations or admin- 
istrative assistance from the Hospital 
Insurance Service. Some of these re- 
quests are as a result of policies in con- 
nection with hospital wages and staff 
numbers. In previous years a few sur- 
veys were carried out by the limited 
staff available to our Service. As the 
average survey requires considerable 
time, it is apparent that only a few 
can be carried out in a year, particu- 
larly since the B.C.H.I.S. personnel 
making surveys have other regular du- 
ties to perform. Since it is obvious that 
all hospitals requesting surveys cannot 
be visited for some considerable time, 
I thought it might be of assistance if 
I outlined (1) the information we con- 
sider is required before commencing 
a survey and (2) steps taken by other 
hospitals to help control operating 
costs and conditions found in some hos- 
pitals that have been surveyed. In 
view of the time limit, only a relatively 
few items can be mentioned. A num- 
ber of hospitals that have carefully 
reviewed their own operations report 
results that indicate considerable suc- 
cess. No two hospitals are identical. 
It may be that your hospital does not 
have any of the conditions to which 
I refer, but these may give you some 
ideas. 


To carry out a survey it is necessary 
that you obtain certain facts and fig- 
ures that will enable you to measure 


volume and activity. We consider that 
accurate and up-to-date financial and 
statistical information is a necessary ad- 
ministrative tool and a prerequisite of 
any survey. Administration cannot con- 
trol unless it insists on receiving such 
information, nor can administration 
plan a future course if the present 
position is not known. The following 
basic data should be obtained in ad- 
vance of a survey. 

(1) A detailed comparison, by posi- 
tion and by department, of the staff 
paid during a current month and dur- 
ing a similar month in a preceding 
year. One of the objectives of this 
comparison is to determine where staff 
numbers, relief staff, and over-time 
payments have increased. An analysis 
by departments may indicate areas 
that should be investigated. Particular 
attention should be given to increases 
in the payment for over-time and re- 
lief staff. It is, of course, necessary 
to allow for changes in patient days 
and the effect of a reduction in work 
hours. 

(2) In addition to the salary infor- 
mation it is necessary that complete 
inventories be taken of all supplies. A 
trial balance and financial statements, 
incorporating these inventory adjust- 
ments, should be prepared and com- 
pared with the approved budget. 
When comparing expenditure or sup- 
ply items allowance should be made 
for variations in the number of pa- 
tient-days of care in relation to the 


approved budget. 
(Concluded on page 74) 





R. H. Stocker 


Administrator of the Western Mem- 
orial Hospital, Corner Brook, New- 
foundland, since January, 1952, R. H. 
Stocker began his career in hospital 
administration in London, Eng., in 
1937, shortly becoming manager of a 
group of privately-owned hospitals in 
that vicinity. He has been a member 
of the executive of the Maritime Hos- 
pital Association since May, 1952, and 
was elected president in June, 1955. 


J. H. Roy 


President of the Montreal Hospital 
Council since 1937, J. H. Roy, F.A.- 
C.H.A., joined the staff of Hépital 
St-Luc, Montreal, in 1915 as con- 
troller, becoming superintendent in 
1929. At the inaugural meeting of the 
Canadian Hospital Council in Septem- 
ber 1931, Mr. Roy was a delegate 
representing the Montreal Hospital 
Council, a role he has fulfilled at 
many national meetings. 
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From coast to coast— 


Meet the Presidents ...... 


next month’s issue will feature 


presidents of Catholic Conferences 


Eugene F. Bourassa 

Elected president of the Saskat- 
chewan Hospital Association in Oc- 
tober, 1955, Eugene F. Bourassa has 
been business manager of the Regina 
Grey Nuns’ Hospital, Regina, since 
January, 1951. In 1952, Mr. Bourassa 
became a member of the executive 
of the provincial hospital association 
and was elected vice-president in 
June, 1953. Last fall, he was selected 
as a nominee of the American College 
of Hospital Administrators, at the an- 
nual convocation in Atlantic City. 


J. A. Abrahamson 
First entering the hospital field in 
1935 as a member of the board of 
management of the Queen Victoria 
Hospital, Revelstoke, B.C., J. A. 
Abrahamson has served that hospital 
for over 20 years. For the past ten 
years, he has been chairman of the 
hospital’s board. Last fall, he was 
elected president of the British Col- 
umbia Hospitals’ Association, after 

two terms as vice-president. 


Mrs. Charles McLean 


Currently only female provincial 
hospital association president, Mrs. 
Charles McLean of Toronto, Ont., was 
elected president of the Ontario Hos- 
pital Association in October, 1955, 
after serving as a member of the 
provincial organization’s board since 
1951. During the past 15 years, Mrs. 
McLean has been a member of the 
board of governors of Women’s Col- 
lege Hospital, Toronto, having served 
as president of that board for a period 
of four years. 


William Chessor 

Vice-chairman of the Lacombe 
Municipal Hospital Board, Lacombe, 
Alta., William Chessor has been a 
member of the hospital’s governing 
board since 1947. Appointed a direc- 
tor of the Associated Hospitals of 
Alberta in October, 1952, Mr. Chessor 
became vice-president of the associa- 
tion in 1954 and was elected president 
in June, 1955, at the association’s 
annual meeting. 


Rev. H. L. Bertrand 


President of the Comité des Hépit- 
aux du Québec, Rev. H. L. Bertrand, 
S. ]., began to give extensively of his 
time to hospital work after service in 
World War II, as a chaplain. In 1946, 
he was named president of the Catho- 
lic Hospital Council of Canada and 
held this office until 1952, when he 
resigned in order to devote full time 
to the Comité. In 1949, he was elected 
executive member-at-large of the Can- 
adian Hospital Council, serving on 
the board of directors for six years. 


John Gardner 


In 1926, John Gardner of Dauphin, 
Man., was elected to the board of 
governors of the Dauphin General 
Hospital and has been a member ever 
since, filling practically every office 
on the board. Mr. Gardner joined the 
executive of the Associated Hospitals 
of Manitoba as a regional director for 
Dauphin and rose to the office of 
president of that association in the 
fall of 1955. 
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In Preparation for 


A National Health Service 


W ITH THE probable approach of 


a national hospital service, how 

many hospital administrators 
have given this matter more than a 
passing thought? What changes will be 
made? What can the administrator do 
to prepare both his hospital and him- 
self to ensure the smooth operation of 
the change? 

In this short discussion, I would like 
to suggest some of the answers to this 

roblem; and a problem it certainly 
will be. I would also make some sug- 
gestions as to actions to be taken now. 
My remarks chiefly apply to the smal- 
ler hospital (under 100 beds) which 
provides the backbone of hospital care 
throughout Canada and which is, by 
the very nature of things, the centre 
of medical treatment in almost every 
community. 

First, let us find out what the pres- 
ent position of hospitals in Canada is 
and how they have fulfilled their duty 
to the community in the past few years. 
I recommend a study of the two mem- 
oranda recently issued by the Re- 
search Division of the Department of 
National Health and Welfare, Ottawa, 
entitled Hospitals in Canada, and Se- 
lected Public Hospital and Medical 
Care Plans in Canada. These give a 
very good over-all picture of this po- 
sition. 

It is very interesting to note the 
enormous increase in admissions and 
estimated days of care per 1,000 pop- 
ulation that occurred in Saskatchewan 
in the five years immediately follow- 
ing the introduction of the Saskatche- 
wan Hospital Services Plan in 1947. 
This increase in demand for hospital 
facilities continued to grow until, by 
1953, the last year surveyed, one per- 
son in every five was admitted to hos- 
pital and, on the average, each per- 
son in the province spent two days in 
hospital during the year. Will this be 
the pattern in other provinces follow- 
ing the introduction of a free hospital 
service? I am convinced that it will 
and that the effect will be more 
marked in those provinces where there 
is a dearth of chronic and convalescent 
hospital beds. The future outlook, to 
my mind, becomes extremely depres- 
sing on reading the section of the mem- 
orandum Hospitals in Canada, which 
deals with acute hospital beds. It is 


*The author began his career in hospital 
administration in England (see, page 46) 
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shown that in 1953 there was an over- 
crowding of eight per cent in the nine 
provinces surveyed. The report states, 
“It should be remembered, however, 
that future bed requirements are not 
static, but will change both in relation 
to an expanding population and future 
demand for hospital care. If the cur- 
rent requirement of 5.5 beds per I,- 
000, population is projected into the 
future and an annual population in- 
crease of 400,000 a year is assumed, 
Canada will need 2,200 new beds each 
vear, apart from beds needed to re- 
place obsolescent facilities. Further- 
more, if upward trends in the per capita 
volume of hospital care continue, 
additional beds will be needed to meet 
the increased pressure on facilities.” It 
is pointed out that in Alberta, Saskat- 
chewan, and British Columbia, the 
number of acute hospital beds per 
1,000 population in 1953 was 7.5, 7.7 
and 8.8 respectively. 


Now let us take a look at the Na- 
tional Health Service of Great Britain 
which has been in operation for nearly 
eight vears and see if we can learn 
any useful lessons. 


T. Rowland Hill, M.D., M.R.C.S., 
F.R.C.P., when speaking at the con- 
joint meeting of the British Medical 
Association, Canadian Medical Associa- 
tion, and the Ontario Medical Associa- 
tion, in Toronto last year, said that 
the National Health Service of Great 
Britain is using up one tenth of the 
national income and that hospital serv- 
ices account for three quarters of the 
total expenditure. Hospitals have had 
to work on a strict financial budget 
and, with the constant rise in costs of 
food, fuel and salaries, it has, in many 
cases, been extremely difficult to main- 
tain adequate basic services. There 
has been little money to spare for 
capital expenditure, extension of serv- 
ices or new building schemes. Again, 
when delivering the John Tate Mem- 
orial Lecture on September 14, 1955, 
in Middlesex, England, Dr. Hill said 
that the cost of the National Health 
Service was now so high that its fi- 
nancial arrangements were constantly 
in the forefront of political affairs. 


Such cost was surely one of the most 
colossal miscalculations ever made. A 
big contributory factor has been the 
increasing age of the population which 
has meant that the service is increas- 
ingly being called upon to deal with 
the degenerative diseases of later 
life. Following the Beveridge Report 
in 1948, the note in all discussions had 
been the economy which would follow 
due to the increase in the working 
strength of the people for whom the 
service would make curative and pre- 
ventive measures promptly available. 
Some form of highly competent cen- 
tral control would be necessary if the 
rapidly rising costs were to be halted 
and efficiency and economy secured. 


Recent correspondence in the Lon- 
don Times and the British Medical 
Tournal indicates that the relationship 
between the hospital administration 
and the medical profession is wholly 
unsatisfactory. There have been 
charges of over-centralization and rigid 
application of a cast-iron system. This 
is of course all too common in any 
system where bureaucracy reigns su- 
preme. 


In Hospitals in Canada it is stated: 
“In order to provide an efficient hos- 
pital service more is required than 
simply an adequate number of beds, 
personnel and special facilities 
The improvement of hospital service 
is a co-operative effort between the 
hospitals and government health de- 
partments. Leadership comes from the 
Canadian Hospital Association, the 
Catholic Hospital Association of Can- 
ada, the Canadian Medical Association 
and various other national and provin- 
cial organizations interested in all or 
certain phases of hospital care. Stand- 
ardization, education, and surveys are 
the principal tools used by these var- 
ious agencies to stimulate hospital ef- 
ficiency.” However, we must ensure 
that the accusations made against the 
hospitals in England can never be ap- 
plied to us. We must realize that ad- 
ministration is not the end in itself, 
but only a means towards the end, 
which is the effective treatment of the 
patient by a team of highly skilled 
professional men and women. 


Sir Hugh Linstead, M.P., a member 
of the Central Health Survey Council 
of Great Britain, writing in the British 
Medical Journal, says: “The adminis- 
trator (ministry, board, group or indi- 
vidual) needs always to remember 
that his art is the infinite adventure 
of governing men, which implies, not 
supremacy, but carrying vour collea- 

es along with you. The doctor faced 
with a difficult administrator needs to 
remember that, at the worst, he is 
only a somewhat refractory patient, to 
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New Casualty Hospital, Vienna, Austria 


Austria is proud of her post-war hospitals and has built more new ones since the war than any other 
country in Europe. The newest one, pictured above, is a casualty hospital located in Vienna. The 240-bed 
institution was begun in 1952, and cost some £960,000 to build. It will have five operating theatres, 


each of which will contain £7,000 worth of equipment. 


A spacious basement swimming pool for 


hydrotherapy is one of its main features, while wards will contain no more than six beds. 


Austrian planners figure on about £4,000 per bed for a really up-to-date hospital. Others built 


since the war include those located at Linz, Salzburg, and Klagenfurt. 


The site for the Salzburg hospital 


was blasted out of the solid rock of a mountainside, accounting for its high cost of £5,600 a bed. 
Vienna’s city fathers are now planning for a new 2,000-bed hospital, which will take six years to build 
at an estimated eight and a half million pounds. 





be reasoned with until he can be 
made to see sense and perhaps even 
to laugh at himself.” 

How should the individual adminis- 
trator approach the problem now? He 
should first make an introspective sur- 
vey of the operations of his own hos- 
pital and compare them with the Cana- 
dian averages given in the memoran- 
dum, Hospitals in Canada. 

Among the various aspects of these 
hospital operations that will require 
special study, the following are sug- 
gested: 

Staff Requirements. How close do 
your standards approach those sug- 
gested in the Hospital Nursing Serv- 
ice Manual*? Have you considered how 
your staff could operate if your occu- 
pancy were permanently close to 100 
per cent? 

Business Administration. Have you 
adopted the Canadian Hospital Ac- 
counting Manual? Does vour fiscal vear 
correspond to your provincial fiscal 
year? Do you operate depreciation 


accounts properly? How are reserve 


funds and endowments, debentures and 
loans secured and how will you operate 
them in the future? 





*Prepared by the American Hospital As- 
sociation and the National League for 
Nursing, 1950. 
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Your Hospital and the Law. Since 
the beginning of the National Health 
Service in England, there has been 
a noticeable increase in claims and 
legal proceedings against hospitals and 
their staffs, particularly the medical 
staff. There is no evidence of deterio- 
ration in the standards of care rend- 
dered; but the increase in legal ac- 
tion is generally attributed to the dis- 
appearance of the old friendly feeling 
towards the hospital. It is no longer a 
question of withholding a complaint 
against “our hospital”. The impersonal- 
ity of “the state” has no feelings to 
be hurt. Is your hospital adequately 
insured? Is it a requirement that each 
one of your medical staff be a mem- 
ber of some recognized medical pro- 
tection society? 


Purchasing Department. How are 
your stocks? How do vou purchase, 
from local retail firms or by vearly 
contract? Does any furniture or equip- 
ment need replacing? Adopt a “do it 
now” policy. 


Ladies’ Auxiliary. Discuss with your 
auxiliary what their position will be 
when free hospital service is given by 
your hospital. Will they still wish to 
continue with their work? Will their 
cause still have the same appeal to the 
community? 


Finally, try to organize a free and 
frank discussion with all the medical 
staff, with the object of trying to lay 
down some sort of policy regarding 
the control of admissions and types of 
cases to be treated in your hospital. 
Co-operation between all the members 
of the medical profession in your com- 
munity and your hospital will be of 
vital importance if you are to fulfill 
your duty to the community properly. 

Under the British National Health 
Service, the very serious nature of the 
hospital problem at the present time 
is not understood by many. The over- 
crowding that exists in every hospital 
and the very long waiting period for 
elective treatment is due to the num- 
ber of unnecessary cases sent for both 
in-patient and out-patient treatment to 
the hospitals. Far more cases could be 
treated at home and so relieve hos- 
pital beds for those cases which really 
need hospital treatment. 

A proper appreciation of the situa- 
tion that is approaching us all will help 
to overcome most of the obstacles be- 
fore they arise. Whatever form the 
future health service takes, the atti- 
tude “it will never work” is purely 
destructive. It must work and the hos- 
pital administrator is the person upon 
whose shoulders will fall the duty of 
making it work. @ 
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A Sribute to Malcolm F Mac&achern 


HE RECENT death of Dr. Malcolm T. MacEachern, in Chicago, 
[closes the career of the man who has made more contribu- 

tions to the development of hospitals throughout the world 
than any other individual. Only time will really reveal the extent 
to which this great leader has influenced the progress of medicine. Dr. 
MacEachern has been a world figure in the hospital field for nearly 
four decades. He was responsible for the greatest single factor in set- 
ting the present high standards for hospitals on this continent—the 
standardization program of the American College of Surgeons, a 
function now assumed by the Joint Commission on Hospital Accredita- 
tion. Only those who knew the battles fought in the 20’s and early 30's 
can appreciate the struggle necessary to get this program started. Some 
will recall the mammoth public meetings and the crowded hospital 
conferences. He was responsible for the development of countless 
improvements in hospital procedures and in basic organization. In 
every province and every state, and in many other countries, he 
preached better records, Letter controls, and better training of per- 
sonnel. He organized the accreditation program in Australia. At North- 
western University in Chicago he organized and directed the largest 
graduate school in hospital administration in the world. His textbook, 
Hospital Organization and Management, is the bible of hospital ad- 
ministrators everywhere. 


A prodigious worker, normally rising at five in the morning and, 


when working under pressure from publishers and editors, rising at 
4:00 a.m., he accomplished more in his lifetime than would be con- 
sidered the commendable joint achievement of at least three busy 
people. He was a frequent guest lecturer in South America. He was a 
past president of the American Hospital Association and was the first 
recipient of its Award of Merit. He was president of the International 
Hospital Association at the outbreak’ of World War II. He gave the 
initial impetus to setting up a code of hospital ethics. For years he was 
chairman of the credentials committee of the A.C.H.A. In practically 
every worthwhile development in the hospital field on this continent, 
during the past 35 years, Dr. MacEachern has been an active, and 
often the central, figure, and always he was kindly and diplomatic, 
never seeking things for himself but always trying to help others. 


With all his international activities Dr. MacEachern never forgot 
the country of his birth. He seldom missed a Canadian hospital or 
medical convention and befriended and helped hundreds in the medi- 
can and administrative fields. As an ambassador of Canadian goodwill 
and achievement, he had no peers. Literally thousands across this 
country knew and loved this kindly and inspiring man and will deeply 
regret his passing. In the words of the poet Longfellow: 


“So when a great man dies, 

For years beyond our ken 

The light he leaves behind him lies 
Upon the paths of men.” 


—Harvey Agnew, M.D. 
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In a changing population 


Changing Health Problems 


IERE ARE many factors affect- 

ing the health of the individual as 

well as of the community. Progress 
in medical science ‘and its availability 
to wider groups of the population have 
contributed to the control of disease 
and to the improvement of health. Bet- 
ter sanitation and higher standards of 
living lixewise help to prevent illness 
and facilitate its cure. Other factors, 
however, are working in the opposite 
direction. Our extended life span 
means more chronic and degenerative 
illness. Modern technology has brought 
about many blessings, but also new 
hazards. The large increase in cancer 
of the respiratory system among men, 
for instance, is generally ascribed to 
man-made changes in our environment 
or habits. There is some speculation 
as to the long range effects of radia- 
tion resulting from the use of atomic 
power, effects which, unless checked 
in time, may in the end offset the use- 
fulness of isotopes and cobalt bombs. 
In the planning of health services, 
however, future developments of that 
kind can hardly be taken into account 
because we cannot predict new dis- 
coveries and their effects. 


More amenable to evaluation, how- 
ever, are certain results upon the na- 
tion’s health problems from changes 
in its demographic characteristics. 
There is a very close inter-relation be- 
tween health and population size and 
structure. Mortality is, together with 
birth rate and migration, a chief factor 
in determining the number of people 
and their age distribution. On the 
other hand, there are many character- 
istics of the population which will have 
an effect on the state of health of a 
community and the country as a whole. 
The distribution between rural and 
urban areas, the size of the com- 
munity, housing, occupation, income, 
education are all bound to influence 
health and the use people make or 
can make of health services. These 
brief notes can deal with a few basic 
demographic implications only: those 
of the size of the population and its 
age composition. Neither one of these 
factors will, in itself, make for anv 
qualitative changes in the state of the 
nation’s health but both have a verv 
marked effect on the volume of ill- 


Reprinted from “Canada’s Health and 
Welfare”, February 1956. 
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ness and on the resulting demand for 
health services. 

From the results of the Canadian 
Sickness Survey we have a fairly good 
idea of the amount of illness among 
Canadians around the year 1951. We 
do not possess comparable data for 
other years but applying the rates ob- 
tained from that survey to various 
populations, past and future, will give 
some idea of what changes have oc- 
curred and will occur in the future 
merely due to changes in the popula- 
tion, leaving aside all other influences 
whose effects would in any case be 
hard to predict. 

For one thing, an increase in the 
population will mean an increase in the 
volume of sickness in the country. 
Without any increase in sickness rates 
or even despite a reduction in the 
rates, a substantial increase in the 
number of people will bring about a 
greater number of sick people and 
hence a growing demand for health 
services. 

More people means more sickness 
and, in turn, a higher demand for 
health services. In 1951, the year the 
Canadian Sickness Survey was held, 
Canada’s population was about 14 
million. It was over 5 million in 1901, 
and about 11 million in 1941. Esti- 
mates are that by 1971 the number 
will have risen to somewhere around 
22 million. In other words, in 1951, 
the number of potential patients was 
about three times as high as fifty 
years before; it was, by about one- 
fourth, higher than it had been only 
ten years previously; and it will be 
about 50 per cent higher again twenty 
years later, in 1971. That sounds like 
simple arithmetic that would make it 
fairly easy to predict the need for 
health services. It does, in fact, give 
a fairly good indication of the de- 
mand we may expect at some time in 
the future but it is not quite as simple 
as forecasting, for instance, the need 
for schools. A. certain number of school 
children will always require a certain 
number of classrooms, by and large, 
without regard to any change in edu- 
cational methods. The demand for hos- 
pital beds, on the other hand, depends 


not only on the number of patients but 
may also be very substantially affected 
by new treatment methods, such as 
new drugs, and by alternative ways of 
providing the services, such as home 
care. The fact remains, however, that 
it is not enough to bring the supply of 
personnel and facilities up to what is 
recognized as an adequate standard 
today but that we must plan for fur- 
ther expansion to keep pace with the 
growth of the population. 

The volume of sickness in the com- 
munity depends not only on the num- 
ber of people but it varies a good deal 
with people’s age. The Sickness Sur- 
vey supports what we have known 
from other more limited studies, that 
the amount of sickness increases with 
age, not to speak of the fact that © 
causes of illnesses among the aged are © 
of a type different from that generally ~ 
prevalent among the younger people, | 
With the general growth of the pop- 7 
ulation the number of older people — 
has, of course, increased too. If we just — 
take the over-65 group, their number 7 
has grown from over a quarter of a 7 
million in 1901 to over one million in | 
1951. Even over the ten-year period © 
only between 1941 and 1951 the num- ~ 
ber rose by about 300,000. But not © 
only have the older people increased 7 
in number, they also form a greater © 
proportion today of the whole popula- — 
tion than they did ten or twenty years © 
ago. In 1951 they accounted for 7.8 7 
per cent of the population, compared 
with 6.7 per cent in 1941, and 5.1 7 
per cent in 1901. Although an over © 
50 per cent increase in the percentage, © 
it does not strike us as too important © 
because of the small figures. But it — 
does assume greater significance if we © 
consider that we have today over 370,- = 
000 more people in the over-65 group © 
than we would have if their proportion 7 
had remained the same. A process of © 
aging has been going on even within © 
this age group, accentuating the prob- | 
lem. i 

Thus, a larger population also means ~ 
more older people and hence a greater 7 
requirement for health services. If, as ~ 
has been the case in recent decades, — 
this age group increases not only in ~ 
number but also in its proportion to ~ 
the total population, the problem be- 
comes still more urgent. The increasing © 
proportion of older people alone would — 
have caused the average days of dis- ~ 
ability per Canadian per year to rise ~ 
from 11.2 days fifty years ago to 11.9 | 
days today. The average days of any ~ 
illness, light or severe, would have © 
risen from 47.7 to 51.4. These are | 
seemingly small changes if we look at © 
the individual person but for 15 mil- | 
lion people it means an extra 10 mil- — 


(Continued on page 90) 
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Onions in 


Y THANKS and apologies to 

authoress Betty MacDonald for 

suggesting a title to introduce a 
subject related to dietetics. Actually 
“Onions in the Stew?” might well be 
the first question to greet the dieti- 
tian as she prepares to accept the 
challenges of what promises to be a 
bright and busy day. 

The first stop in the morning is the 
diet kitchen. Although it seems that 
the modern trend is to abolish this 
part of the dietary department, we 
find it the best organization for our 
set-up. For the most part, all the food 
served from the diet kitchen is pre- 
pared in the main kitchen. However, 
due to the small numbers of certain 
special diets, we find it advantageous 
to prepare a few dishes here, i.e., 
salt-free vegetables, fat-free soups, and 
salt-free stews. Hence, after bidding 
the time of day, one of the girls might 
salute me with “Onions in the stew?” 
—and so the day begins. 

Now, after the menu has been 
checked, would you like to journey 
with me to the formula room, where 
I hope we will find the student nurse 
beginning the preparation of formulas? 
After going over the day’s list, check- 
ing methods and supplies, let’s have 
a look at the state of the autoclave. 
Because this is one of the most danger- 
ous breeding places for bacteria, we 
are always as concerned as the in- 
spectors about high standards prevail- 
ing in our infant feeding preparation 
centres. 

From here we take our leave to 
join the main kitchen staff and stop 
the wheels of industry for a chat with 
the chef. The menu for the day is 
gone over, standard recipes checked, 
changes, if any, made, the refrigerator 
toured quickly, and wise use of left- 
overs discussed. On the way out, we 
are apt to be met by a well-meant, 
animated individual who proceeds to 
forecast the potato market for the 
coming year with the authority of an 
economic statistician. Would we be in- 
terested in stepping outside and look- 
ing over his supply of potatoes, his 
price being cheaper than that of any 


*Miss Montalbetti was formerly dietitian 
at St. Joseph’s General Hospital, North 
Bay, Ont., and this article is condensed 
from an address presented at a meeting of 
the Central Regional Council No. 11 of 
the Ontario Hospital Association, Sudbury, 
September, 1955. 
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the Stew? 


Doris Montalbetti,* 
District Home Economist, 
Westlock, Alta. 


wholesale in town? Five or ten min- 
utes later, having assured him that our 
stock is fine, we’re on our way back 
to the office. Here we attend to re- 
quisitions for new diets. Copies of 
diets are mailed to those eager pa- 
tients who might have left the previ- 
ous day without them. If it happens to 
be the day for local grocery ordering, 
then off to the telephone and a bit of 
dickering. 

Now, with the diet lists clutched 
determinedly in hand, we set off for 
the floors. Here we slip in to see the 
patients; sometimes to soothe and con- 
vince them as subtly as possible that 
the diet restrictions are not to be 
taken as a personal punishment but 
have as much’ therapeutic value as 
any medication or pill. Then, of course, 
there are always the types who fancy 
themselves to be in some luxurious 
hotel — these present the biggest 
challenge of all. Generally speaking 
these people aren’t accustomed to such 
fanfare at home. I think the answer to 
this problem is the selective menu. 
This way the patients have a choice 
and know what they are getting. 
Many times we send up a tray and if 
the food is strange to the patient it 
won't be touched regardless of the 
merit of the dish. When the patient’s 
appetite and spirit of adventure with 
regard to food are dulled he is more 
satisfied with plain or at least familiar 
foods. 


The patient himself is the only one 
who knows if he prefers one or two 
slices of bread, brown or white, double 
or small servings, beef or lamb, and, if 
he has a chance to say so by marking 
his own menu, he is going to eat what 
he gets and be more contented. Don’t 
overlook the suggestive and persuasive 
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power of the nurse in this matter. Co- 
operation here is important, i.e, get- 
ting the menus marked and sent down 
for set times, with perhaps a word of 
encouragement to the patient to 
choose more if he hasn’t much marked 
for the next day. 

Then there is the diet list to be 
checked by the supervisor. We use 
this system of keeping track of all the 
patients, the type of diet they are on, 
and recording instructions like “held 
trays”, “push fluid”, and so on. The 
night staff write up the sheet and 
send it down before breakfast and it 
is checked before dinner and supper 
for changes. This type of diet list is 
essential with the selective menu. 

By the time we make our way back 
to the kitchen, dinnertime has sped 
around. There are trays to be checked 
and 120 patients waiting for an ap- 
petizing and satisfying meal. One im- 
portant detail is to serve hot foods 
hot and cold foods cold — the greatest 
problem with centralized service. This 
is met, in my opinion, by attention to 
efficiency along the conveyor belt and 
a bright, fast delivery crew. The crew 
should be part of the kitchen staff; it 
is false economy to have professional 
staff passing trays. 

With dinner over, preparations for 
the next meal begin. The student nurse 
must be instructed in diet therapy and 
together we discuss problem patients 
and prepare some of the special diet 
suppers. 

The afternoon is generally occupied 
with lecture planning, calculation of 
special diets, menu planning, work 
schedules, and time sheets. Just when 
we get carried away with Almond 
Delight, a smiling face presents itself 
and it turns out to belong to an agent, 
salesman, traveller (call him what you 
will) from the “A Plus Food Foods 
Inc.” He has the fastest, easiest, tas- 
tiest, most economical soup base on 
the market and a repartee to go with 
it. 

If we are lucky we'll tear ourselves 
away in time to check the goods which 
arrived that day. Things come to us in 
many ways; sometimes they were meant 
for someone else; sometimes their 
quality is questionable; sometimes they 
are damaged en route; and sometimes 
they are meant for us and just what 
we ordered. 

Finally we are back and the supper 
trays are on the way up. We are at the 
beginning of the end. We’ve just had 
a glance at one dietary department. 
Mv hope is not that I have solved 
any of your particular problems but 
that I have contributed to a meaning- 
ful view of that department which 
looks after purchasing, production, and 
service of food in your hospital.e 
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AN INTRODUCTION TO MEDICAL 
LABORATORY TECHNOLOGY. _ By 
Baker, Silverton and Luckcock, Brompton 
Hospital, London, Eng. Pp. 330. Illus- 
trated. Price $6.00. Published by Butter- 
worth & Co. Ltd., London, Eng. and 
Toronto, Ont. 


F. J. Baker, F.I.M.L.T., F.R.M.S., 
is the chief technician, R. E. Silver- 
ton, A.I.M.L.T., F.R.M.S., senior his- 
tology technician, and Eveline D. 
Luckcock, A.I.M.L.T., senior _ bio- 
chemistry technician, all of the De- 
partment of Pathology, Brompton Hos- 
pital, London, England. The authors 
have drawn from their wide personal 
experience in training student tech- 
nicians at the Brompton Hospital and 
the book presents practical knowledge 
as well as a sound theoretical back- 
ground. It consists of five separate 
sections: general, chemistry, histology, 
bacteriology, and haematology, and 
contains, in addition, an appendix, 
bibliography, glossary and index. A 
number of proved techniques are also 
presented. 

The last quarter century has seen 
a great increase in the number of 
medical laboratory technicians and 
this book has been prepared to meet 
their needs. While primarily intended 
for those preparing for the interme- 
diate examination of the Institute of 
Medical Laboratory Technology in 
England, it will prove a very useful 
book for Canadian students preparing 
for similar examinations in Canada. 
— W.D.P. 


FROM CUSTODIAL TO THERAPEUTIC 
PATIENT CARE IN MENTAL HOS- 
PITALS. By Milton Greenblatt, M.D.; 
Richard H. York, .Ph.D., and Esther 
Lucile Brown, Ph.D. Price $5.00. Pp. 
497. Published by the Russell Sage 
Foundation, New York, N.Y. 


Milton Greenblatt, M.D., is psy- 
chiatrist in charge of research labora- 
tories, Boston Psychopathic Hospital; 
Richard H. York, Ph.D., is clinical 
psychologist at Boston Psychopathic 
Hospital; and Esther Lucile Brown, 
Ph.D., is Director of Studies in the 
Professions, Russell Sage Foundation. 

In an era where there is a marked 
awakening on the part of the public, 
departments of health, and health 
leaders, to the whole question of pa- 
tient care in mental hospitals, this 
book describes the principles and 
practices of patient care evolved by 
one of the advanced teaching and 
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research institutions concerned with 
mental illness, Boston Psychopathic 
Hospital. It reports, also, on experi- 
ments in improving patient care un- 
dertaken in two much larger state 
and federal institutions. 

The primary aim of the authors is 
to stimulate more immediate and 
direct interest in the improvement of 
mental patient care. The first section 
of the book traces the rapid evolution 
of concepts and practices in the care 
of the mentally ill in recent years at 
Boston Psychopathic Hospital, a hos- 
pital which, for the most part, treats 
acute cases of psychosis. This section 
is a chronicle of the experience of an 
institution which for more than a dec- 
ade has explored ways and means of 
improving the care of the mentally ill 
through more effective use of the 
physical and social environment of the 
hospital. 

Discussion of the ward care pro- 
gram outlined in part I of the book is 
essentially based on developments 
after the year 1943. The book traces 
the change in the attitude of person- 
nel who found that patients could 
rise to surprising heights of self-res- 
spect and acceptable behaviour if en- 
couraged by opportunities made avail- 
able at strategic points in their re- 
covery curve, and by a ward at- 
mosphere where progressive assump- 
tion of responsibilities was the rule. 
When it appeared that by changes 
in the environment and in social ex- 
pectation patients might be led step 
by step to higher levels of achieve- 
ment, creativity and motivation were 
greatly stimulated. As the challenge 
began to unfold, the staff became 
more sensitive to the many ways in 
which rigid hospital routines, thought- 
lessly accepted as good practice, 
might prohibit or retard the growth 
of patients. The more alert members 
of the staff offered suggestions for 
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improvement which were often 
eagerly accepted for trial. Thus be- 
gan the release of imaginative sug- 
gestions from the ranks of personnel. 

Parts II and III comprise Dr, 
Richard H. York’s report on improve- 
ment of patient care at Bedford 
Veterans’ Administration Hospital and 
Metropolitan State Hospital, where 
primarily chronic patients are cared 
for in large numbers. What has been 
learned in all three institutions 
through study of the hospitals’ social 
systems and analyses of ward care 
and direct experiments has wide ap- 
plication to the institutional treatment 
of mental disorders. 

We are facing an expanding prob- 
lem of mental health care and in this 
field shortages can be seen in every 
respect. It is heartening, however, 
that in the past decade or so there 
are encouraging signs that we are on 
the road to more enlightened and 
responsible care of the mentally ill. 
Certain general principles of social 
treatment are emerging. In many re- 
spects, these principles are not unlike 
those of the moral treatment of the 
1830's; in fact, as the authors point 
out, they may be viewed as a re- 
interpretation of such treatment in the 
language of contemporary concepts 
that are being evolved by psychiatry 
and the behaviour sciences. 


This is a book which should be read 
by all who are concerned with pa- 
tient care. It is one we would like to 
see read by general hospital people 
whether or not the hospitals have 
psychiatric wards, because what was 
accomplished at Boston Psychopathic 
Hospital with regard to staff attitudes 
to patients has more than passing im- 
plications for all hospitals. — W.D.P. 


THE GIVE AND TAKE IN HOSPITALS; 
A STUDY OF HUMAN ORGANIZA- 
TION. By Temple Burling, M.D., 
Edith M. Lentz and Robert N. Wilson. 
Pp. 355. Price $4.75. G. P. Putnam’s 
Sons, New York, 1955, published in 
Canada by McAinsh & Co., Ltd., Tor- 
onto. 

This report on research initiated by 
the American Hospital Association and 
conducted by the Cornell University 
School of Industrial Relations is aimed 
at clarifying the problems of super- 
visory training and employee motiva- 
tion in the hospital. By all odds, it 
is the most substantial contribution of 
our day to this ancient but relatively 
unexplored area of administration. 

Throughout the hospital there has 
been a long and insistent cry for 
greater understanding. Nurses want 
understanding from the physician, the 
administrator and all other hospital 

(Concluded on page 110) 
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NEW BARD DISPOZ-A-BAG 


Lightweight Disposable Urine Bag for Use by 
Ambulant Hospital Patient with Indwelling 
Catheter Avoids Danger of Ascending Infection 


Lightweight plastic leg bag eliminates 
inconvenient jugs or bottles and offensive 
odors. Weighs less than 1 ounce. Has ad- 
justable rubber leg straps. 


Return flow prevented by flutter valve, 
even when patient is sitting or reclining. 
Avoids danger of ascending infection. 
Easily emptied from bottom outlet. 


Comes sterile ready for use, in individ- 


ual package. Complete with built-in 
adapters to fit catheters or tubes. 


Saves nurses from disagreeable work of 
emptying urine receptacles and cleaning 
and deodorizing bottles, connectors and 
tubing. 


Inexpensive and gladly paid for by pa- 
tient when charged to account. May be 
worn home by patient or discarded. 





Cc. R. BARD, INC. SUMMIT, NEW JERSEY 
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Trail Auxiliary Active 

Patients large and small at Trail- 
Tadanac Hospital, Trail, B.C., really 
appreciate the work of the hospital's 
auxiliary. For the younger patients, 
there are the “play ladies” who come 
in and entertain them regularly — 
reading, chatting, and playing games. 
The older patients take a great deal of 
interest in the library cart which is 
run by the group. It is kept supplied 
through donations of books and the 
latest magazines. 


e ° 7 * 


Auxiliary Finds Drama Profitable 


The women’s auxiliary to Douglas 
Memorial Hospital, Fort Erie, Ont., 
has found that sponsoring dramatic 
productions is an excellent means of 
raising funds. This year they have al- 
ready sponsored an operetta, Victor 
Herbert’s “Babes in Toyland”. Last 
year it was a play, “Young Wives’ 
Tales”. Other projects which the group 
has found successful are luncheons, 
baked goods sales, and an annual gift 
day and tea. 
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N.S. Auxiliary Busy in 55 


The annual report of the women’s 
auxiliary to All Saints’ Springhill Hos- 
pital, Springhill, N.S., showed an ac- 
tive and profitable year. Among the 
group’s major projects was covering 
three ward floors in linoleum and re- 
modelling the hospital’s kitchen. The 
auxiliary ended the year with over 
$1,200 in the general fund, and an- 
other $1,177 in the memorial fund. 
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3lst Annual Meeting 


The Winnipeg unit of the ladies’ 
auxiliary to Shriners Hospital for 
Crippled Children, Winnipeg, Man., 
has reported a very successful year. 
Various articles of equipment were 
purchased for the hospital, including 
a gestetner machine. During the year 
sewing-room workers mended a total 
of 5,859 articles, while 114 new artic- 
les were made. 


Windsor Group Reviews Year 


Mrs. Charles McLean, president of 
the Ontario Hospital Association, was 
guest speaker at the annual meeting 
of the auxiliary to Metropolitan Gen- 
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eral Hospital, Windsor, Ont. The 
group’s projects during the past year 
were also reviewed at this time. 
Among the most successful ones were 
a “career day” tea for student nurses, 
a rummage sale, and a country fair. 
Over $5,000 was raised in 1955 through 
such projects. 


* * * ° 


Auxiliary Donates $3,000 


The women’s hospital aid to Saint 
John General Hospital, Saint John, 
N.B., recently contributed $3,000 to- 
wards the furnishing of the hospital’s 
new nurses’ residence. The proceeds 
of two teas helped to make up the 
donation. On a Jelly Day sponsored 
by this group, more than 1,000 jars 
of jam and jelly were collected for the 
hospital. 


vd ° ° ° 


Gift Shop to Be Expanded 


The auxiliary to Women’s College 
Hospital, Toronto, is planning to ex- 
pand its gift shop when the hospital’s 
new wing, now under construction, is 
opened. The shop netted a total of 
$1,062 for the hospital in 1955. At 
the auxiliary’s annual meeting a new 
junior auxiliary of 25 members was 
welcomed into the group. Among its 
other recent projects was the 23rd an- 
nual “January Nite”, proceeds from 
which will be used to furnish a ward in 
the new wing. 
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Auxiliary to have Busy Year 


Members of the auxiliary to Dryden 
District General Hospital, Dryden, 
Ont., are looking forward to a busy 
1956. The group have set themselves a 
goal of $3,000 to be raised during the 
year through such projects as telephone 
parties, fashion show, membership 
drive, and a cook book sale. Last year 
almost $2,000 was realized through the 
sale of cook books. 
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Anniversary, Tea, Tag Day 

Many busy hours of service were 
spent in 1955 by the women’s auxil- 
iary to Leamington District Memorial 
Hospital, Leamington, Ont. The group 
ar sae its fifth anniversary, held 
a garden tea in June, and a tag day— 
plus many other activities. One of the 
auxiliary’s more recent projects has 
been a tuck cart which has proved 





very successful in its first weeks of 
operation. 
° o ° ° 
Yukon Auxiliary Meets 
The women’s auxiliary to White- 
horse General Hospital, Whitehorse, 
Y.T., held a busy meeting recently, 
Officers for the coming year were 
elected and a work session took place. 
Seventeen members were present. 


Manitoba Group Has Good Year 


A total of $5,086 was raised during 
1955 by the members of Fox Mem- 
orial Hospital Auxiliary, Carberry, 
Man. Such projects as an anniversary 
tea, a rag sale, and Fair dinners helped 
to raise this sum and supply the hos- 
pital with many needed items. 
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Annual Meeting 


The ladies’ aid to Wawanesa and 
District Memorial Hospital, Wawanesa, 
Manitoba, held its annual meeting in 
January, and a bank balance of over 
$780 was reported — a considerable 
increase over the preceding year. The 
group was able to donate many useful 
articles to the hospital in 1955, through 
such projects as a pantry shower, 
catering at the Christmas Banquet, and 
sponsoring a play, “Papa Is All”. The 
latter grossed about $800 for the 
auxiliary. 

e e e . e 
New Alberta Group 

An auxiliary to the Drumheller Mu- 
nicipal Hospital, Drumheller, Allta., 
has been organized and held its first 
meeting recently. Mrs. E. Wershop, 
president of the provincial hospital 
auxiliaries organization, was present 
for the occasion. One of the group's 
first projects has been the reorganiza- 
tion of the hospital library. 


* ° 2 ° 


Oakville Women Pledge $20,000 


The members of Oakville-Trafalgar 
Memorial Hospital’s women’s auxiliary 
in Oakville, Ont., have set themselves 
a real task — $20,000 for the hospital's 
extension fund. Their objective for 
1956 is $5,000, and they hope to have 
the rest within four years. The money 
is to go toward equipment and furnish- 
ings for the gift shop and canteen 
which they will run in the new wing, 
currently under construction. 


* 9 ° oO 


Small Group Does Big Job 
Various projects in the year 1955 
netted about $3,660 for the Kings 
County Memorial Hospital Aid, Sus- 
sex, N.B. During the same period the 
group donated some $2,890 in gifts 
and services to the hospital — a big 

record for so small an auxiliary. 


The CANADIAN HOSPITAL 











for superior performance 
and precision fit 









ng 
m- 
ry, 
iry 
ed 
Ds- 
nd 
a, ® 
in B-D YALE” NEEDLES 
er 
. sharp—uniform—safe 
ul ° rust-resistant throughout 
zh « hold a sharp point 
. ° minimize tissue trauma 
id 
1e 
% with 
® 

B-D MULTIFIT™ SYRINGES 
- 
. every plunger fits every barrel 
D - fewer replacements 
a - longer life 





e more convenient handling 





Oo MRP AAS 








BECTON, DICKINSON AND COMPANY RUTHERFORD, N. J. B-D 


in Canada 
Becton, Dickinson & Co., CANADA, LTD., TORONTO 10, ONT. 


B-D, MULTIFIT, AND YALE, REG. CAN. T.M. OFF. 



























4 Provincial Notes » 








New Brunswick 


MONCTON. A new 120-bed nurses’ 
residence is being planned by Monc- 
ton Hospital and construction is to 
begin this summer on the structure. It 
will accommodate both student and 
graduate nurses and will cost approx- 
imately $600,000. The two-storey resi- 
dence will be connected with the hos- 
pital by a passageway and, in addi- 
tion to double and single rooms, will 
contain classrooms, as well as teach- 
ing, and recreational facilities. Archi- 
tects Mott and Myles of Saint John 
have designed the structure for future 
expansion. At present the nurses are 
housed in the old hospital, which was 
replaced by a new building a few 
years ago. 


Quebec 


MONTREAL. Three thousand vol- 
unteer workers opened the Joint Hos- 
pital Fund campaign for $7,000,000 in 
January. The money will be used by 
three of McGill University’s four teach- 
ing hospitals: Royal Victoria Hospital, 
Montreal Children’s Hospital, and the 
Royal Edward Laurentian Hospital. 
All three hospitals are undergoing or 
planning extensive building and reno- 
vation programs which are needed to 
meet the needs of the city’s expand- 
ing population. 


2 * a 2 


MONTREAL. Construction on the 
new Hopital Ste-Justine, begun in 
1951, is now well over the half-way 
mark. Cost of the 860-bed children’s 
hospital has so far reached over $16,- 
600,000, and is expected to cost an- 
other $5,000,000 before the building 
is completed. Several departments are 
expected to begin operating in the 
new building this year. 


oO = ° 


MONTREAL. About $3,500 was 
stolen from a safe in the Jean Talon 
Hospital here in January. The thieves 
were believed to have entered the 
hospital by an unlocked rear window. 
A considerable quantity of drugs, 
which were stored nearby, were left 
untouched. : 


60 


MONTREAL. The old Montreal 
General Hospital buildings on Dor- 
chester Street have been purchased 
by Cardinal Leger for $1,500,000, it 
was announced recently. The Brothers 
of the Order of Hospitaliers of St. 
John will operate one of the buildings 
as a home for aged and chronically 
ill men. It is expected that eventually 
it will accommodate 500 men, and 
will be known as the St. Charles Bar- 
romee Hospital. Other buildings will 
be turned over to religious communi- 
ties, while one will be used for a 
social service centre. 


Ontario 


AATIKOKAN. Atikokan General Hos- 
pital is making plans for a 20-bed ad- 
dition. The hospital has been seriously 
overcrowded and in December had 
an occupancy rate of 112.9 per cent. A 
campaign for funds is to be undertaken 
for the new project, which is expected 
to cost in the neighbourhood of $150,- 
000. 


* oO * * 


LONDON. Work has begun on a 
fifth-floor addition to St. Joseph’s Hos- 
pital’s east wing. Designed for interns’ 
quarters, one section of the addition 
is to be set aside for women interns. 
When completed next summer it will 
provide 31 single rooms, lounge, and 
snack room. Architects for the struc- 
ture are Watt and Tillmann, London. 


* * °° * 


NEWMARKET. A new home for the 
aged opened here in February, al- 
though an official ceremony will be 
held in May. A name for the $1,500,- 
000 institution had not yet been de- 
cided on at the time of opening. A 
fleet of ambulances transferred more 
than 50 aged persons requiring special 
care to the home from Toronto’s Lam- 
bert Lodge. A living-in staff of 55 will 
be required to operate the institution. 


* * * bd 


OAKVILLE. Opening of the new 
20-bed wing to Oakville-Trafalgar 
Memorial Hospital has been set ten- 
tatively for June, and a power plant in 
the addition has already gone into op- 


eration. Construction on the $1,747, 
000 wing began last summer. 


* * * * 


PENETANGUISHENE. — Construc- 
tion of a 150-bed wing to the Ontario 
Hospital will be undertaken soon by 
the provincial government. The addi- 
tion will double the size of the -hos- 
pital’s unit for the criminally insane, 
which was built in 1932. It is expected 
to cost well over a million dollars, 
Plans for the extension were first an- 
nounced in the provincial budget a 
year ago. 
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SOUTHAMPTON. Plans for a 12- 
bed addition to Saugeen Memorial 
Hospital are now under consideration. 
The increase in space is necessary to 
relieve conditions of overcrowding at 
the hospital. Cost of the proposed 
wing is estimated at $75,000. It will 
be constructed on the west side of the 


present 26-bed hospital. 
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TIMMINS. Construction is expected 
to begin soon on a new addition to 
St. Mary’s Hospital here. Cost of the 
L-shaped wing has been estimated 
at one million dollars. When this ad- 
dition is completed, the older portion 
of the present hospital will be torn 
down and replaced by a new struc- 
ture. The complete new hospital will 
then be in the form of a square. Brais 
and Savard, Montreal, and Rudolph 
Papanek, Timmins, are the architects. 


* oO * a 


TORONTO. A new 62-bed wing at 
Doctors’ Hospital was opened officially 
in January by Hon. Mackinnon Phil- 
lips, M.D., provincial minister of 
health. Four brothers, all doctors, pur- 
chased the original hospital in 1952 
from the Anglican Sisterhood of St. 
John the Divine, who had operated 
it since 1886. It was opened in 1953 
and with this latest addition becomes 
one of the largest private hospitals in 
Canada. 


Manilota 


WINNIPEG. When patients and 
staff at Children’s Hospital move into 
their new quarters, which are ex- 
pected to be completed this year, the 
present hospital is to be converted 
into a home for the aged. The building 
has already been purchased, for a re- 
ported $250,000, by the Ukrainian 
Congregation of the Sister Servants of 
Mary Immaculate. The Ukrainian Sis- 
ters will operate the home, which will 
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A surgeon tells you what 
he wants from a surgeons glove 


Kolor-Sized®—The latest glove im- 
provement pioneered by Seamless. 
All Seamless Surgeons Gloves are 
Banded and ‘“Kolor-Sized” at no 
extra cost. “Simply sort by color and 
you sort by size—with Seamless.” 
Brown Latex, White Latex and 
Brown Milled. 


“My grandfather remembers when they didn’t have surgeons 
gloves—and then when they had them but no one wore 
them. Insistence on protection for doctor, nurse and patient has 
changed things since those days. Today, if | can get good 
sensitivity and comfort during long operations, I’m satisfied. 
Those two features, economy for the hospital, and protection 
are what | look for in a surgeons glove.” 


We could produce for you the most sensi- 
tive glove in the world . . . or the strongest 
... or the most comfortable. You wouldn’t 
want it. It would be unbalanced. 

Over 50 years of surgeons glove formu- 
lation have taught us that glove man- 
ufacture is not a matter of emphasizing 
isolated characteristics. It is the Delicate 
Balance of these characteristics which al- 
lows the ultimate in tensile strength with- 
out sacrifice of sensitivity and comfort. 

At Seamless Delicate Balance is a con- 
stant objective—your guarantee of uni- 
form performance, continuing quality. 


DURABLE GLOVES CONMASTENT WITH HIGHEST 
TACTILE SENSITIVITY A OMFORT REQUIREMENTS 
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pe expanded eventually to accommo- 
date 250 persons. The new Children’s 
Hospital is now under construction. 


* oa * * 


WINNIPEG. Plans are now being 
considered for a 60-bed wing to be 
added to the Salvation Army’s Grace 
Hospital here. It is to be a_five- 
storey addition, with the first three 
floors providing maternity wards. The 
remaining floors will be used for de- 
livery rooms, medical facilities, and 
laboratories. Cost of the building will 
be around $1,250,000. Sketch plans 
are in the hands of architects Moody 
and Moore of Winnipeg. It is hoped 
that construction can be started on the 
unit this vear. 


* *% 


WINNIPEG. A_ contract was 
awarded recently for construction of 
the new main wing to Winnipeg Gen- 
eral Hospital. The seven-storey exten- 
sion will connect the hospital’s east 
and west wings, and was designed by 
Winnipeg architects Moody and 
Moore. The contract is valued at $4,- 
209,270, the lowest of five bids re- 


ceived. 


Sashatchewan 


LAFLECHE. Tenders for construc- 
tion of the new eight-bed LaFleche 
Hospital building were called recently. 
The structure is expected to cost 
about $140,000. The present hospital 
building has a 14-bed capacity; but 
facilities must be expanded to cover 
an enlarged hospital district. 


* * * * 


WYNYARD. A former Royal Cana- 
dian Air Force building is to be con- 
verted into a nurses’ residence for 
Wvnvard Union Hospital. The resi- 
dence will accommodate ten nurses and 


the project is expected to cost some 
$25,000. 


Alberta 


BANFF. Construction is expected to 
begin this spring on a new mineral 
springs hospital here. Preliminary plans 
have been drawn up for an L-shaped, 
two-storey building which will include 
a chapel and a nurses’ residence on 
the grounds. The hospital, which will 
provide a total of 72 rooms, will be 
built for the Sisters of Saint Martha. 
Physical therapy, a sulphur pool,” and 
therapeutic baths will be among the 
facilities provided. 
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CALGARY. An eight-storey nurses’ 
residence which will cost over a mil- 
lion dollars is to be built at Holv 
Cross Hospital this year. The new resi- 
dence will provide accommodation for 
256 students, nurses, and course direc- 
tors. It will also include laboratory, 
class, and demonstration facilities, vis- 
iting rooms, a chapel, library, audi- 
torium and offices. Architects for the 
structure are Green, Blankstein, Rus- 
sell and Associates of Winnipeg. 


British Columbia 


CAMPBELL RIVER. Tenders were 
called in January for construction of 
the new Campbell River and District 
General Hospital, which is expected 
to cost about one million dollars. The 
56-bed hospital is to be built on the 
double corridor plan, and has been de- 
signed for enlargement when addi- 
tional accommodation becomes neces- 
sary. 


* 


MISSION CITY. Plans for an 
emergency wing to Mission Memorial 
Hospital have been approved in prin- 
ciple by provincial authorities. Al- 
though the hospital is planning a new 
50-bed, $800,000 building to replace 
the present structure, a temporary ad- 
dition is needed to alleviate over- 
crowded conditions. The wing will 
cost approximately $12,000, and will 
accommodate eight patients. 


* * * * 


PRINCE GEORGE. Although 
Prince George and District Hospital 
has a new $2,500,000 hospital build- 
ing in the planning stage, a temporary 
addition to the existing building has 
been decided upon. The extension is 
needed to alleviate overcrowded con- 
ditions at the hospital until the new 
building becomes a reality. It will cost 
some $10,000 and will consist of ad- 
ditions to both ends of the maternity 
and nursery wing, increasing the hos- 
pital’s capacity by four beds and four 
bassinets. 


€ * * * 


VANCOUVER. The March of 
Dimes campaign which was staged re- 
cently for the Children’s Hospital here 
went well over its $100,000 objective, 
breaking the past vear’s record in an 
all-out attempt to raise funds for the 
83-bed hospital. Among the many in- 
dividual group-sponsored campaigns, 
one of the most colourful was the 
Chinatown Lion’s parade which net- 
ted more than $800 for the hospital. 


VICTORIA. Tenders have been 
called for construction of two chapels 
at Victoria Veterans’ Hospital, it was 
announced recently. Cost of the proj- 
ect is estimated at $45,000. One 
chapel will be for those of the Roman 
Catholic faith, while the other will be 
for Protestants. 


Research Grants Announced 


Eleven research grants _ totaling 
$401,960 for studies to aid in the im- 
provement of hospital services have 
been announced by the United States 
Department of Health, Education, and 
Welfare. Among the recipients of these 
grants is the Association of University 
Programs in Hospital Administration, 
which will receive $75,000 for develop- 
ment of a program for research in the 
hospital and related fields. The Ameri- 
can Hospital Association receives $71,- 
487 for a study of the operation of 
hospital planning and license laws, 
while the Catholic Hospital Association 
of the United States and Canada re- 
ceives a total of $10,100 for a two- 
point program. This will consist of a 
project to establish the tools, tech- 
niques, and training aids for a hos- 
pital supervisory development training 
program, and the development of a 
safety check list for hospital supplies 
and equipment. 


For Hospital Housekeepers 

The eighth annual Short Course for 
Hospital Housekeepers will be held 
this vear at the Kellogg Centre for 
Continuing Education, Michigan State 
University, East Lansing, Mich., from 
April 2 to May 24. Sponsored jointly 
by Michigan State University and the 
American Hospital Association, the 
eight-week course is the only one of its 
kind in the country. The major purpose 
of the course is to enable the hospital 
to operate its housekeeping depart- 
ment more economically and effici- 
ently by training its executive house- 
keeper in personnel methods and the 
latest technical advances. 


The Brantford Experiment 

A remarkable decrease in the inci- 
dence of tooth decay among the na- 
tive children of Brantford, Ont., is re- 
vealed in the 1955 report on the dental 
effects of water fluoridation issued bv 
the Department of National Health 
and Welfare. Two other Ontario cities 
—Stratford and Sarnia — served as 
controls in the study. The report re- 
vealed that children born in Brantford 
since fluoridation began in June, 1945, 
now have teeth which are as resistant 
to decay as those of corresponding age 
groups in Stratford, where the water 
has been naturally fluoridated for al- 
most 40 years. 
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all other croup tents 
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Tent ‘‘A”’ 
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Tent ‘‘B’’ Tent *‘C”’ Tent ‘‘D’’ 








- Recirculation of tent 








atmosphere Yes No Yes No No 
2. Cooling Forced Convection | Convection | No cooling | Convection 
circulation only only only 








. Free of interior obstructions 








Yes No 





No 





No 





4. Ice chamber and drain 
inaccessible to patient 


Yes No 


No No cooling No 





. Pressure connection 
inaccessible to patient 


Yes No 





No No Yes 





6. Water supply inaccessible 
to patient 


Yes No 








No No Yes 
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Tent ‘‘A”’ 
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Tent “*B”’ Tent “C”’ Tent ‘‘D’’ 



























- Quick and easy set-up and 
disassembly Yes No Yes No No 
2. Access to patient Four side zip- | Down from | Down from | Down from | Down from 
per openings top only top only top only top only 
3. Filling of ice chamber Outside Inside Inside No cooling Inside 
4. Refilling of water supply Outside Inside Inside Inside Outside 
5. Mist apparatus integral part 
of tent Yes No Yes No No. 
. Storage compactness Yes No No No No 
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—For 1956— 


Canadian Hospital Directory 


The 1956 edition of the Canadian 
Hospital Directory, published by the 
Canadian Hospital Association, is now 
being prepared and will be ready for 
distribution within a few weeks. As part 
of the association’s service to the field, 
complimentary copies will be sent to 
all Canadian public hospitals and to 
all supply houses whose advertise- 
ments appear in the directory. Addi- 
tional copies will be available at $2.50 
each or $2.00 each in lots of five or 
more. Orders may be addressed to the 
secretarial offices of the association at 
280 Bloor Street West, Toronto 5, Ont. 


Information on Institutions 

The directory has been completely 
revised on the basis of 1955 statistics 
and general data. All Canadian hos- 
pitals and other institutions providing 
medical and/or nursing care (exclud- 
ing certain military units) are listed 
by provinces in geographic-alphabetic 
sequence. In addition to the location 
and name of the institution the follow- 
ing information is given: postal ad- 
dress; telephone; ownership; type of 
operation or license; the number of 
beds set up for use, by type of service 
and in total; statistics on admissions, 
births, and operating budget; the num- 
ber of personnel employed; and the 
names and titles of chief administra- 
tive and departmental personnel. 

An over-all aspect of this information 
is given in tables which indicate the 
total number of beds set up for use 
and the type of care provided in such 
beds. These are divided into main 
classifications such as public general, 
public special, private, and federal. 
Subdivisions indicate the type of own- 


ership under the headings, lay, reli- 
gious, municipal, and provincial. 


Educational Programs 


An outline of the educational pro- 
grams available to hospital personnel 
in this country is another important 
feature of the Canadian Hospital Di- 
rectory. The programs listed include 
those for: administrators, dietitians, 
laboratory technicians, medical interns, 
nursing personnel, pharmacists, phys- 
ical and occupational therapists, radio- 
logical technicians, medical record li- 
brarians, and social workers. 


Hospital and Allied Organizations 

Hospital associations and many other 
allied organizations in the health field 
are listed with the mailing addresses, 
names of officers, official publications, 
and dates and locations of annual 
meetings. This list includes depart- 
ments of the federal and _ provincial 
governments which are of interest to 


hospital people. 


Hospital Accreditation 

This year a new section is provided 
in the directory on accreditation of 
hospitals. Included is background ma- 
terial, bibliography, information on the 
Joint Commission on Accreditation of 
Hospitals, the Canadian Commission on 
Hospital Accreditation, and other gen- 
eral data which will be useful to trus- 
tees and administrators. 


Buyers’ Guide 
An important section of the direc- 
tory is the Buyers’ Guide which lists 
the products and services of the lead- 
ing firms serving the hospital field.e 





University Medical Centre 
(Concluded from page 37) 
day when he decided to throw in his 

lot with us. 

What of the other fears? Scarcity 
of clinical material has often been 
thrown up to us but that would appear 
to be among the least of our worries. 
The wealth of material seen daily in 
our sanatoria and cancer clinics gave 
ample promise of an adequate num- 
ber of cases in other fields for teach- 
ing purposes. All that was needed was 
an institution like the hospital we are 
opening today to make those cases 
available to our students. Although 
this promise has still to be proved, 
there is no reason to fear that we will 
be handicapped in this respect. 
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There remains the matter of cost. 
The establishment of a medical school 
is a formidable undertaking. This 
school owes its existence directly to 
the announcement of a scheme of 
compulsory health insurance. This an- 
nouncement spotlighted the fact that 
existing facilities were insufficient to 
provide first class medical care for 
everyone. That fact remains even 
though the plan which gave it promi- 
nence has not yet been carried out. 
We are convinced that the establish- 
ment of this school, shown to be neces- 
sary in 1942, will do more than any- 
thing else to improve the standard of 
medical care in this province. It is im- 
possible to draw an even balance be- 


tween medical care and costs — to 
evaluate improvement in health in 
terms of dollars and cents. 

The government appreciated this 
and approved the plans of the univers- 
ity senate to go ahead with the es- 
tablishment of a medical school. To 
make it possible the university hos- 
pital was built and _— generously 
equipped. It was done simply and 
solely because the needs of the people 
demanded it. The primary object of 
this undertaking is not to teach medi- 
cal students, nor to do medical re- 
search, nor even, in the final analysis, 
to treat the sick, important though all 
these are and essential though they 
may be to the main objective. This 
objective is the welfare of the people 
of this province and to that, and to 
that alone, is this undertaking dedi- 
cated. We believe that health is es- 
sential to this welfare and that this 
hospital and medical school can con- 
tribute to this end by providing a place 
where the sick can be healed, where 
students can be properly trained in 
the arts of healing, and where medical 
knowledge can be advanced. 

And so we come back to the basic 
principle on which this university was 
built, an institution devoted to the wel- 
fare of the people whose vision and 
sacrifice brought this university and 
this hospital into being. 


Time to Think 


Chronic hurriers usually _ believe 
that unless they are actively engaged 
in pushing, striving, thinking, and 
working every moment, they are wast- 
ing time. Most of us stay in such a 
state of hurry and tension that we 
never give our subconscious a chance 
to work for us. We go through life 
trying to solve all our problems and 
get all the answers with our puny little 
conscious intellect, when there is a 
giant in the background waiting to 
serve us. And here again, the way to 
make your subconscious work for you 
is to relax your muscles, and to learn 
to keep them relaxed except when they 
are needed for a specific task. 

Create a mental “slow” sign in your 
mind and, every time you feel a sense 
of hurry, deliberately slow down. Slow 
down not only your physical move- 
ments but slow down on the desire 
to go faster than your most efficient 
pace. Be willing to take it slower. In 
other words, don’t let your foot ride 
so heavily on your mental accelerator. 
Ultimately you'll go faster and get 
more done by increasing your natural 


tempo — not by forcing time. — “The 
Canadian Nurse” 


The CANADIAN HOSPITAL 





i 
FROM LABOR TO DELIVERY... 
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The anesthetist quickly extends the leg section to labor 
postition or retracts it for delivery ... by turning the 
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hospitals that demand the finest delivery room equipment. 
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A Measure of Success Achieved— 


CHAM Moves into Second Edition 


EYOND any shadow of doubt, 
B the quality of record keeping in 

Canadian hospitals generally is 
vastly improved over that which pre- 
vailed some five years ago. Statements 
such as the foregoing, made by senior 
hospital accountants, hospital associa- 
tion representatives, and governmental 
personnel alike, are heartening words 
- indeed to members of the Canadian 
Hospital Association’s committee on 
accounting and _ statistics. That this 
opinion is justified is supported by a 
recent statement from an official of 
the Bureau of Statistics to the effect 
that there has been a steady improve- 
ment in the quality of statistical returns. 
This applies to both the general and 
financial reporting schedules, which are 
submitted annually by hospitals to 
their respective provincial departments 
of health and to the Dominion Bureau 
of Statistics. 

Assessment of the exact extent of the 
general improvement and of the swing 
towards greater uniformity in hospital 
accounting and statistical information 
is, of course, difficult. It is interesting, 
however, to try to analyze the causes 
and the effects of the improvement. 
The most obvious factor contributing 
to the accelerated progress of recent 
years is the widespread acceptance and 
use of the Canadian Hospital Account- 
ing Manual since it was compiled and 
distributed four years ago. Of equal 
importance has been a revitalized in- 
terest in facts concerning hospital op- 
eration, expressed in both statistical and 
financial terms, on the part of hospital 
trustees and administrators, depart- 
ments of government, other so-called 
“third-party” agencies, and the general 
public. Educational institute programs, 
many of which were well established 
long before the introduction of the 
accounting manual, conventions, and 
other meetings of hospital personnel, 
have directed attention more delibera- 
tely and intensively towards hospital 
accounting. In addition, many specia- 
lized educational programs, conducted 
in various parts of Canada, have been 
aimed directly at improvement in hos- 
pital accounting, statistics, and finan- 
cial management. The interest and en- 
thusiasm of provincial departments of 
health, so evident at the Dominion- 
Provincial Conferences on Hospital Sta- 
tistics (in themselves most noteworthy 
events), has been sustained through the 
intervening period, thus encouraging 
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and supporting the activities of hos- 
pital people. 

Each of these, and other factors 
which come to light in the course of 
analytical review of the developments 
over the past few years, can be credited 
with contributing its share to the prog- 
ress which is evident. Nevertheless, the 
undercurrent which can be detected in 
all of them, the element which is always 
present, seems to be the accounting 
manual itself. It has been the depend- 
able common ingredient in the mix- 
ture of circumstances and events fol- 
lowing the Dominion-Provincial Con- 
ferences. It has been the catalyst mak- 
ing the mixture smooth and palatable 
so that the successive efforts of many 
have complemented. each other, result- 
ing in steady progress. 

Now “CHAM”, as the accounting 
manual has come to be known col- 
loquially and affectionately by its 
users, is being revised. When the re- 
vision process is completed, a second 
edition will be issued. Briefly, the ob- 
jectives of the revision are to keep pace 
with developments in the hospital field 
and, in the light of four years of prac- 
tical experience, to remove weaknesses 
which have become evident and to 
improve the usefulness of the volume 
as a quide and reference book for hos- 
pital accounting personnel. 


Essentially the same procedure is 
being followed in the revision program 
as was used in the original compilation 
of CHAM. As draft material is de- 
veloped, it is circuiated to members 
of the committee on accounting and 
statistics, hospital associations and con- 
ferences, departments of government, 
and members of the public accounting 
profession. It is also sent to any others 
who show interest and who are pre- 
pared to review proposals, offer criti- 
cisms and make suggestions. Editing 
and other wor relating to the revision 
program is being carried out at the 
offices of the Canadian Hospital As- 
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sociation, under whose auspices the 
manual is published. 

Suggestions from interested persons 
or groups are invited. In fact, everyone 
who has occasion to make use of 
CHAM is urged to submit any thoughts 
or ideas, which he or she has, to the 
general pool of knowledge and exper- 
ience so that all such thoughts and 
ideas may be taken into consideration 
as the revision program progresses. Per- 
sons making suggestions who normally 
use the English edition of CHAM, and 
who speak the English language, may 
communicate directly with the Associa- 
tion’s offices at 280 Bloor Street West, 
Toronto 5. Those who normally use the 
French edition of CHAM (Manuel de 
Comptabilité des Hépitaux du Canada), 
and who speak the French language, 
may direct their suggestions to the 
chairman of the French-language sub- 
committee, Gaspard Massue, 6055 St- 
Denis Street, Montreal 10. 

It is hoped by the editors that this 
“call to arms” may prove to be more 


productive of response from the hospital 
field than has been any other single 
appeal, made in this way, for sugges- 
tions and ideas. It is essential that you, 
the reader, who have applied and used 


the Canadian Hospital Accounting 
Manual, take note. Only through your 
wholehearted co-operation can the vast 
pool of experience of the past four. 
years be made fully available and use- 
able. Only in this way can you be as- 
sured that changes which you would 
like to see made can be given proper 
consideration. Only in this way can 
best results be obtained in the second 
edition of CHAM.—M.W.R. 





Atomic Hospital 


Upton, N.Y., is to be the site of a 
new atomic hospital and medical re- 
search centre, according to an an- 
nouncement issued recently by the 
Atomic Energy Commission. It will 
have an atomic reactor, designed sole- 
ly for medical use, which will pro- 
duce many kinds of radioactive atoms 
for use against cancer and other dis- 
eases and in research into causes and 
treatment of various diseases. It will 
also produce x-rays and neutrons— 
atomic particles released by the split- 
ting of atoms—for direct use on hu- 
man patients. Completion of the struc- 
ture is expected within two years, 
with the cost estimated at $6,000,000. 
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Airfoam, made only by Goodyear, is ideal for hospitals, 
clinics and institutions. It is sanitary, dust and lint free, is 
readily sterilized by sponging or spraying with mild disin- 
fectants, has removable, zipper-type covers for easy washing 
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Social Sciences 
(Concluded from page 40) 


The Social Psychology of Industry, 
published in 1954 by Penguin Books. 
Dr. Brown’s discussion of morale and 
the impetus that causes men to want 
to work is almost as relevant for the 
hospital as the industrial plant. If the 
analysis made by social scientists who 
have studied institutional organization 
be applied to large complex hospitals, 
the cause for the frequent failure to 
supply the basic needs of employees 
becomes apparent. 


That cause is the traditional and in- 
flexible nature of the formal social 
structure of the hospital. Let us think 
of it for a moment as it would appear 
on an organizational chart. The chart 
would show parallel horizontal lines 
representing authority and status. At 
the top of the structure would be the 
board of trustees; at the bottom, so 
far as direct patient care is concerned, 
would be the aide or orderly. The 
chart also would show parallel ver- 
tical lines representing functions or 
services, such as the medical, social 
work, nursing or physiotherapy serv- 
ice. At the top of each of these ver- 
tical lines would be the persons re- 
sponsible for planning and adminis- 
tering the service, at the bottom, 
those responsible for carrying out or- 
ders at the point of immediate contact 
with patients. Under this organization- 
al structure evervone would function 
within a relatively well-defined area; 
and for those numerically very impor- 
tant groups at the bottom of the hier- 
archy, within closely circumscribed 
areas. 


This limitation to functional move- 
ment either upward or outward is ac- 
centuated, moreover, by the fact that 
communication moves primarily only in 
one direction — from persons with 
more authority and higher status to 
those with less — and the communica- 
tion is phrased largely as orders, pro- 
nouncements, and announcements. 
Few plans or even suggestions and 
pertinent information flow in the other 
direction, while reasonable requests for 
supplies or repairs often move so 
slowly and with such distortion along 
extended lines of communication that 
patients and floor staffs conclude that 
“the hospital” is not interested. 


May 12th is 


The effect of the formal organiza- 
tion of the large hospital, thus ana- 
lyzed, is obviously the opposite to what 
would be required were floor staffs 
to be given recognition, a feeling of 
importance, and a sense of contribut- 
ing to a group therapeutic effort. The 
problem becomes, therefore, one of 
striving to discover how these two ap- 
parently irreconcilable sets of factors 
can be more nearly harmonized. Some 
hospital administrations have rather 
naively assumed that if increased 
praise and decreased blame of ward 
personnel would improve morale and 
efficiency, little more was required 
than a suggestion to those in positions 
of authority that they alter their be- 
haviour when on the wards. Unfor- 
tunately, behaviour patterns: are not 
likely to be changed, or remain 
changed, if the social organization 
continues inflexible and no attempt is 
made to re-evaluate and_ restructure 
the roles ascribed to the lower echel- 
ons of personnel. 

Recently a few hospitals have ex- 
perimented with altering relationships 
among staff by creating situations that 
foster less reliance upon authority and 
status and more upon co-ordinated 
group effort. The results have been 
promising enough to encourage these 
hospitals to attempt to discover how 
such situations can be expanded in 
number and scope and made to con- 
tribute the maximum possible to break- 
ing down harmful barriers. Time per- 
mits illustrative reference to only one 
type of situation. Hence the weekly 
or semi-weekly wardstaff conference 
has been selected because most per- 
sons have some acquaintance with it 
and it has proved potentially useful in 
improving patient care. Although it 
has been employed in many places 
for discussion of management of pa- 
tients or altering ward conditions, it 
is capable of greater effectiveness 
and of serving more ends simultane- 
ously than has generally been sup- 
posed. Success has frequently been 
limited because the resident physician 
did not attend, monopolized the dis- 
cussion, or kept reverting to considera- 
tions of diagnosis and treatment; be- 
cause only the morning shift was rep- 
resented or aides and orderlies were 
not included. If a total staff be pres- 
ent and a permissive atmosphere cul- 
tivated, such meetings are capable of 


encouraging movement on _ several 
fronts concurrently. The discussion of 
patient care and ward conditions is 
extremely valuable in itself. But an 
opportunity has also been provided 
whereby anxieties can be expressed 
and support offered; frustrations and 
annoyances aired and often resolved; 
personnel who have never before ut- 
tered an opinion helped to participate 
and thereby to develop greater oc- 
cupational competence; and the entire 
staff gradually woven into a closely co- 
ordinated team of workers. 


In a project on improvement of pa- 
tient care in large psychiatric hospi- 
tals that Russell Sage Foundation 
lately sponsored, results of which will 
shortly be published*, the ward psychi- 
atrists for the selected experimental 
areas concluded that they could not 
raise the level of care appreciably un- 
less the ward staffs were individually 
and collectively taken into full part- 
nership. The ward-staff meeting was 
one of the chief instruments employed 
for creating and maintaining that part- 
nership. I wish I could report in detail 
on the changes that were achieved in 
a few months. It is only possible to 
note that changes were of an order 
that made many visitors hesitant to be- 
lieve that these were the same wards 
and the same staff they had seen prior 
to the beginning of the project. Mo- 
tivation came to run so high that the 
personnel vied with each other to see 
who could think of more or better 
ways to improve conditions; one phy- 
sician in particular was subjected to 
great pressure to initiate further un- 
dertakings. Almost all staff reported 
to the social scientist who acted as 
observer that they were more inter- 
ested in and satisfied with their work 
than they had ever been before. One 
supervisory nurse stated that in his 
fourteen years of psychiatric nursing 
he had heard much talk of the team, 
but this was the first time he had 
ever seen it in practice. Best of all, 
improvement even of long-time chronic 
patients was pronounced; and both pa- 
tients and their families showed far 
more satisfaction with the hospital 
than formerly. 


°“From Custodial to Therapeutic Patient 
Care in Mental Hospitals’, published, 
November, 1955. (See page 56, this issue.) 
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Is your program under way? 
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For Trustees Only 





fort and the seeming dinterest of 

so many as against so few, one 
might be pardoned if he pondered 
on the folk who perform the many 
acts above and beyond their own 
needs of the day. That is why I say 
to you, “You don’t make trustees. . . 
you catch them”. 
’ Among the delusions offered us by 
fuzzy-minded people is that imaginary 
creature, the common man. It is 
dinned into us that this is the century 
of the common man. The uncommon 
man is to be whittled down to size. 
The humour of it is that, when we 
get sick, we want an uncommon doc- 
tor. When we go to war, we want an 
uncommon general or admiral. When 
we choose a trustee, we want uncom- 
mon ability. 

Our imperative need on a hospital 
board is the initiative of the uncom- 
mon man or woman; a member who 
cannot be intimidated, who is not con- 
cerned with applause meters, nor who 
sells the “morrow” for the cheers of 
the day. 


On this continent there are 70,000 
to 80,000 men and women serving on 
governing boards of some 7,000 or 
more hospitals. Trustees are esteemed 
and respected citizens of the commun- 
ity. They are imbued with the spirit 
of service to their fellow man in his 
illness, accident, or distress. They are 
guardians of patient care and welfare, 
evolving a bulwark of health for the 
community. 

Surprisingly, most of them are ef- 
ficient at their task, since painstaking 
thought has gone into their selection. 
They are outstanding in their com- 
munity. “As with one peak in every 
mountain range, by some _ intrinsic 
splendour, stands apart.” 

You can count the seeds in an apple 
but you cannot count the apples in a 
seed. If in choosing the worthy in a 
successor and if a strong nominating 
committee is appointed, at least you 
can count the seeds in the apple. For 
such a committee, you can do no better 
than to have it consist, in the majority, 
of past presidents, the administrator, 
with the ladies suitably represented. 

And now being off to a start... 
beware of those motivated by “pride 


S OMETIMES, after much weary ef- 


From an address presented at the trustees 
section of Ontario Hospital Association 
Convention, Toronto, October, 1955. 
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Choosing a Successor 





Wm. M. Gray, 
Member, Board of Trustees, 
Public General Hospital, 
Chatham, Ont. 


of knowledge”; somehow they always 
manage to complicate simplicity. If 
you choose, in the vernacular, a loud 
mouth, sooner or later you'll be 
tempted to perform a “yappendec- 
tomy”. Similarily, skip the one track 
mind, traffic may be very light on it; 
rather search for the flexible mind. 
Charles Kettering put it this way: 
“Show me the man possessed of the 
‘Tomorrow mind’, not the ‘Yesterday 
mind’ ”. 

Let diversification stand high in 
your guidance procedure that you 
may bring to the board the composite 
knowledge and experience of your 
community. Have as ingredients for 
your melting pot (or should I say 
pressure cooker), the cumulative at- 
titude of the merchant, the manufac- 
turer, the contractor, the banker, the 
lawyer, the clergy, public utilities and 
civic officials, the medical and nursing 
professions, and the women’s aids. 

So now the nominating committee, 
having lowered its sights on a likely 
individual, should carefully assess 
“him” or “her” in the light of the ten 
basic requirements to follow, purloined 
in part from an institute for trustees, 
held in Hawaii some years back. 

1. The trustee should have com- 
munity approval. Let him be well past 
his proving ground by days spent in 
other community services, where he 
has established respect. 

2. have sufficient time. He 
who comes late or grumbles all dur- 
ing the meeting or leaves early con- 
sistently will be happier in other en- 
deavours. 

3... . have a consuming interest. 
This means more than the casual 
thinking about hospital interest be- 
tween meetings, as well as at meet- 
ings. 

4. ... be able to differentiate be- 
tween “policy” and “execution”. If he 
cannot he probably would be much 
happier as a hospital administrator, 
than as a trustee. 

5... . have courage to make un- 
pleasant decisions when necessary. 
This does not mean making unpleasant 
decisions unpleasantly but firmly, 
freely, and with conviction when nec- 
essary. 


never allow popularity or 
personal advantage or commercial gain 
to take precedence over prudence. 

7... . be a participant, not an at- 
tendant at board meetings, taking part 
in evolutionary action not revolution- 
ary acts, lest all chairmen be not as 
gentlemanly as Will Shakespeare . 
you know many times he wrote, “Go 
To”, but he never finished the sent- 
ence. 

8... . should have acquired that 
spark of humanity in his heart, which 
allows him to evaluate his actions by 
the good accruing to others. Most of 
what a trustee does goes unacknowl- 
edged. We work for a goal that is 
far distant. 

9... . be able to thrill to the medical 
miracles in his house of healing even 
more than he thrills over the beautiful 
new lobby. A city, as a city, does little 
to correlate its human particles into a 
pattern of responsible communal liv- 
ing. Shrivelled contacts through the 
increase of technology have impover- 
ished the neighbourly relations be- 
tween the members of a community. 

10. ... be a general practitioner 
of his trusteeship, not a trustee spe- 
cialist. Special skills are valuable but 
they can be purchased. Not every one 
can do great things but every one 
can do “small things” in a “great way”. 

For the “don’ts” then: 

(a) The wrong way to pick your 
board members ... “Is to pieces”. 

(b) Again, in the precinct of a hos- 
pital, there is no worse patient to nurse 
than a “grudge”. 

(c) And lastly, never penalize “atti- 
tude in action”. 

This humour, in verse, carries a 
moral... 

At meetings of boards, by an 
effort of will 

I should always contrive to keep 
perfectly still 

For it takes but a word of 
annoyance or pity 


And Wham! There I am, on 
another committee. 





“New Hearts for Old” 


A new film, “New Hearts for Old”, 
was recently produced by the Na- 
tional Film Board as the second in 
their television series “Perspective”. 
The film follows a victim of a heart 
attack from the time of his first seiz- 
ure until he undergoes surgery. It 
was shot at the Institute of Cardiol- 
ogy in Montreal, a division of Hépital 
Maisonneuve devoted to the study 
and treatment of heart disorders, and 
was televised last December. The first 
film in the above series, “Raw Ma- 
terial”, tells the story of the work of 
the John Howard Society in assisting 
former prison immates. 
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Fewer ‘“‘chambermaid chores” for nurses with— 


Honeywell Bedside Temperature Control 


|S potchlegy Bedside Temperature 
Control frees your nurses from 
“chambermaid chores’’ such as open- 
ing and closing windows, carrying 
blankets from the storeroom, refilling 
hot water bottles. It gives your patients 
fingertip adjustment of their own per- 
sonal comfort. 


In addition, Bedside Temperature 
Control provides a saving in fuel costs 
by eliminating heating waste. It allows 
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physicians and surgeons to ‘‘prescribe’’ 
exact room temperatures to help speed 
patient recovery. 


The beautiful new Honeywell Round 
Thermostat, the mark of a modern hos- 
pital, is located for easy access by the 
patient. In 2-bed rooms, it is mounted 
between the beds where temperature 


can be adjusted easily by either patient. 


Bedside Temperature Control can be 
installed quickly and easily in new or 
existing hospitals. No tearing out of 
walls or redecorating are necessary. For 
information, call your local Honey- 
well office. Or write Honeywell, Dept. 
CH-HC-3, Leaside, Toronto 17, Ont. 


Honeywell 


Hospital Room Temperature Controls 
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Hospital Finance 
(Concluded from page 46) 

(3) Comparative statistics of work 
volume in all major departments are 
another essential review requirement. 

Making a Survey 

After you have analyzed and stud- 
ied this information you are ready to 
commence the survey. By this time 
you may know where best to concen- 
trate your attention — not that other 
areas should be overlooked. Remem- 
ber, it is important to bring all de- 
partment heads and employees into 
the picture. It is surprising how many 
excellent ideas they have for improv- 
ing patient care and efficiency; ideas 
that they may have failed to present 
before, because of some break in the 
lines of communication. 

Some of the hospitals requesting sur- 
veys do not have up-to-date financial 
and statistical records. In such a situa- 
tion it must be very difficult for the 
administrator and the board to know 
just where they stand. Lack of ad- 
ministrative controls seems to go hand 
in hand with the failure to have 
proper budgetary controls. 

Department-head meetings are im- 
portant to ensure co-operation in the 
solving of problems. The lack of com- 
munication between hospital depart- 
ments and their failure to work to- 
gether, as a team, can lower the level 
of patient care. Hospital departments 
are not insular compartments. Misun- 
derstandings and friction between de- 
partments should be overcome through 
the development and appreciation of 
a common goal and purpose. Employ- 
ees work for the patients and the hos- 
pital — not for a particular depart- 
ment. 

The administrative staff should not 
be tied down to a desk doing routine 
work that might be carried out by a 
clerk. Co-ordination of departmental 
activities and their integration with 
other deparments has become even 
more important with the shortening of 
the work week and increase in the 
number of staff required to do a 168- 
hour job each week. 

In some hospital departments all 
staff work Monday to Friday and one 
employee is frequently called back on 
Saturday. Would it not be possible to 
stagger the days of employment to en- 
sure coverage on Saturday and avoid 
over-time pay? 

Extra money spent on salaries in the 
laundry and other service depart- 
ments due to inadequate equipment 
means that much less for patient care. 
It is essential that the laundry equip- 
ment be more than adequate to handle 
the normal load. The week-end ac- 
cumulation should be disposed of early 
in the week, 
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in one hospital where bed capacity 
was increased without adding to the 
laundry equipment, they have this situ- 
ation: 


(1) Minimum washer capacity. 


(2) The extractor is too small. Requires 
three extractor loads for each wash 
load—result: insufficient time for ex- 
traction and slow-down at the ironer. 


(3) Tumbler capacity too small. 


(4) The ironer has only one speed—too 
slow. Many items have to be put 
through the ironer two or three times. 


(5) The space is inadequate and not 
properly ventilated. 


The staff in this hospital laundry 
work hard but cannot overcome the 
bottlenecks. It is considered that with 
adequate equipment this hospital 
could save between $5,000 to $6,000 
a year in the operation of their laun- 
dry. 

Staff time can be saved by adequate 
equipment for the preparation of vege- 
tables and cooking. A dishwasher that 
does not have a booster tank capable 
ef maintaining 180 degrees rinse water 
is not satisfactory from a sanitary point 
of view and can increase labour costs 
since dishes will not dry properly un- 
less assisted manually by a dish towel. 

It would seem that some hospitals 
consider the only way to meet in- 
creased expenditure is through an in- 
creased patient rate. An increase in 
revenue of $1,000 is just about as 
good as a budget increase for the same 
amount. In some cases hospitals have 
offset increased expenditure by in- 
creasing revenue. 

Are your room differential rates ade- 
quate? What percentage of these 
charges are collected in advance and 
can collections be improved? Remem- 
ber 40 per cent of the room differential 
collections are retained by the hospital. 
Some hospitals have quite difficult 
problems in connection with room dif- 
ferential collections; but others, 
through a variety of approaches, have 
overcome much of the difficulty. 

Are your medical staff aware that 
a reduction in your out-patient revenue 
may necessitate a reduction in the 
services you are able to provide and 
that an increase in out-patient revenue 
would help the hospital? 

Many hospitals are selling meals to 
staff and others at a loss. If your food 
cost per meal is 30 cents, you can be 
certain that when you include the cost 
of preparation, serving and dishwash- 
ing, the meal will cost the hospital 50 
to 70 cents, if not more. Some hos- 
pitals consider that the cost of a meal 
is raw food cost. If they follow. this 
policy every meal they serve, to other 
than in-patients, represents a loss of 
hospital funds. 


Quite a number of hospitals are now 


charging employees and others for cof- 
fee and refreshments — others make 
no charge. Some hospitals charge five 
cents per cup, others have a_ set 
monthly charge which is deducted 
from the payroll. It is estimated that 
the average hospital of 100 beds, pro-— 
viding coffee to staff, morning and — 
afternoon, could increase its annual 
revenue by $2,000 to $3,000 with a 
charge of five cents per cup. 


Other Areas 


Many other areas of revenue and 
expenditure should be reviewed, de- 
pending on the situation in the hospital. 
If drugs and medical and surgical sup- 
plies are a problem, find out which con- 
stitute the major expense items. If 
there is duplication of drugs with sim- 
liar medicinal properties, ask your 
medical staff to assist through the for- 
mation of a pharmaceutical committee. 

For food, check on purchasing, re- 
ceiving and weighing storage control, 
portion control, method of serving 
meals, and waste. I might mention that 
one of the larger hospitals reduced 
its expenditure on milk and cream by 
over $4,000 this year through compe- 
titive purchasing. 

For fuel and other supplies try cal- 
ling for quotations not just for a 
month’s supply but for six months or 
a year, to see if you can arouse some 
competition for your order. Check on 
any areas of your building where 
steam and heat are not required. 


Conclusion 


In conclusion I would like to refer 
to a statement I made at your conven- 
tion in 1953. I stated, “The financial 
relationship between British Columbia 
hospitals and the source of the major 
portion of their funds, the Government, 
is unique. In most government activi- 
ties, decisions that will increase ex- 
penditure or taxes are made by the 
authorities responsible for imposing 
the taxes.” The expenditure of funds 
on hospital care, prior to the Hospital 
Insurance Service, was determined by 
local authorities or hospital boards and 
the costs, at least to a considerable ex- 
tent, were paid by local residents. The 
taking away of local responsibility for 
the collection of hospital operating 
funds and placing the collection in the 
hands of a central government, which 
is responsible to the taxpayers of the 
Province as a whole, is bound to create 
problems. I think we should keep this 
anomalous situation in mind. It may be 
some time before a permanent solu- 
tion, satisfactory to all concerned, is 
found. 


You can never get ahead of anyone 
as long as vou are trying to get even 
with him. 
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Among the complete line of famous 
Danish RADIOMETER Electro-chemi- 
cal instruments is the pHM 22. This 
model is a-c line operated and designed 
for general laboratory use inclusive of 
electrometric titrations. 


FEATURES 

e Simple Operation 

e No zero-drift 

e No warm up period 

e Jacks for external instruments 

e Large scale and high reading accuracy (0.01 
to 0.05 pH dependent on care and application) 

e Temperature compensation 

e Large millivolt range with full accuracy 

e Device for dead-stop end-point titration 

e Measurements on grounded media 


APPLICATIONS 

e pH determinations and millivolt measurements 
in the laboratory 

e Continuous pH determinations or millivolt 

measurements 

e Acid/base, redox or other potentiometric 
titrations 

e Dead-stop end-point titrations 

Descriptive literature on request 


IMPORTED AND SERVICED 
EXCLUSIVELY BY 


Also available 

MODEL TITI 
comprising all the features of pHM22 but de- 
signed for automatic titration and batch control. 
Ask for descriptive literature. 


Brydges St. London, Ontario 
LABORATORY SUPPLIES 

>, MONTREAL, WINNIPEG, EDMONTON Limited 

-HONEYWELL REGULATOR CO. LTD, 
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Rehabilitation Study Session 


Students at the University of Toronto’s post-graduate course in hospital administration at the School of 
Hygiene recently visited the Workmen’s Compensation Board in Toronto for a study session on rehabilita- 
tion. Left to right: W. B. Stefaniuk, H. R. McGann, M. Katz, G. D. Barnett, G. A. Miller, L. Brousseau 
(Records’ Division, Workmen’s Compensation Board), A. B. McCartney (Medical Aid Officer, W.C.B.), 
G. Fortune (Assistant to Chief Claims Officer, W.C.B.), Dr. B. H. G. Curry (Chief Medical Officer, 
W.C.B.), W. B. Beatty, Dr. V. H. Radoux, Miss E. M. Stuart (Associate Professor, Dept. of Hospital 
Administration, University of Toronto), and C. R. Horton. 





Medical and Hospital Care 
(Continued from page 42) 


which new community programs of 
prevention can be based. 


Quality of Hespital Service 


The second path of progress I see 
is towards strengthening the quality of 
services in hospitals in Saskatchewan. 
In a sense, the rapid strides in hospital 
construction and service of the past 
decade have been mainly quantitative. 
They have brought within reach of 
rural people — both geographic and 
financial reach — a supply of beds 
more adequate to their needs than is 
probably to be found in any compar- 
able rural region in the world. But, 
with such rapid growth, it was inevit- 
able that the quality of hospital serv- 
ice would not always meet the high- 
est standards. The coming years must 
concentrate on improvements in the 
quality of hospital services. In my 
opinion, this requires above all else 
active promotion of teamwork among 
groups of hospitals in geographic re- 
gions. 

A master plan for Saskatchewan hos- 
pitals was formulated in the 1951 
Health Survey Report, based on the 
concept of regionalization: hospital 
networks in which there would be a 
flow of technical services from the 
centre to the periphery and referral 
of patients with complex disease prob- 
lems from the periphery towards the 
centre. A beginning has been made 
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in testing this idea with the appoint- 
ment of a Regional Hospital Co-ordi- 
nator in the Swift Current Health Re- 
gion; and one would like to see the 
pattern explored at an early date in 
the region surrounding the University 
Hospital. I know of no better hope 
for assuring rural people ihe benefits 
of modern medicine. With improve- 
ments, moreover, in roads and meth- 
ods of transportation, there will be 
much less need in the future for many 
of today’s small, improvised hospitals 
—community centres that have nobly 
served a purpose but can no longer 
hope to provide scientific service at a 
reasonable cost. 


To construct hospitals in tune with 
modern medicine is expensive, and 
many of the existing structures require 
replacement or extensive modification. 
The financial resources of all the 
people in the province are needed; 
yet a substantial minority do not now 
contribute to these costs. The prin- 
ciple of spreading costs within union 
hospital districts, developed over the 
past forty years, can surely be ex- 
tended now to encompass all the 
people, since all use the hospitals. 


The University Hospital ‘obviously 
has a tremendous role to play in ele- 
vating the quality of service in the 
province’s 160 general hospitals, not 
only by example but also by specific 
training programs. In service training 
for nurses and dietitians, pharmacists, 
technicians, and others, could be of- 


fered, complementing the advisory 
services of the Department of Public 
Health. Leadership should also come 
in the more difficult sphere of medical 
policy, especially as it affects hospital 
admissions and discharges. Objective 
criteria for hospital admission and con- 
tinued hospital care can be applied 
by physicians, if they set out to do it 
systematically. The University Hos- 
pital can also demonstrate the opera- 
tion of the “medical audit”, which 
could help to boost the quality of per- 
formance in every hospital in the 
province. 

Enlightened health leaders every- 
where see the hospital as a centre 
with functions going far beyond the 
bed care of the seriously ill. They 
must be centres also for research, for 
training, for prevention, and for ex- 
tension of scientific techniques to the 
ambulatory patient. The University 
Hospital will doubtless demonstrate all 
these functions and inspire other hos- 
pitals to do likewise. Much remains to 
be done in strengthening hospital out- 
patient services for diagnostic and 
therapeutic procedures which cannot 
be properly undertaken in the average 
physician’s office. Perhaps these would 
be the next logical extension of pub- 
lic benefits under the Hospital Serv- 
ices Plan. 


Medical Services 


Just as the University Hospital can 
catalyze a whole chain of improve- 


(Continued on page 80) 
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Tue terrifying fight to breathe as the mask is lowered 

NO over the face . . . this is an experience your pediatric 

patients need never know. For now, with the rectal 

administration of PENTOTHAL Sodium, they never know 

NIGHTMARE the operating room. They go to sleep in the comfort and 
security of their own hospital beds before surgery .. . 


Or FEAR and wake up there afterward. 


Rectal PENTOTHAL may be used to attain levels rang- 

...f10O P@alN _ ing from preanesthetic sedation or hypnosis to basal 
hypnoses. It may serve as an adjunct to general an- 

»-»+»- NO MEMOTY _ esthesia and as the sole agent in a variety of minor 
procedures. Dosage of inhalation agents is reduced, 


emergence delirium and postan- CR eott 
esthetic nausea are minimized. 
ABBOTT LABORATORIES LTD., MONTREAL 
Send for literature— (Thiopental Sodium, Abbott) By Rectum 
“PENTOTHAL Sodium by 
Rectum” . . . results from ee 
nearly 4,000 cases. \m Ss ontinianninatonetl Co 
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ments in hospital service, the College 
of Medicine has a central place on 
the third path to the future: strength- 
ening the quality of medical services 
throughout the province. Fundament- 
ally, this promising new school will 
train doctors, and more doctors are 
needed in Saskatchewan. One may 
hope that students here today — and 
most of their successors — will engage 
in practice in this province. 

Equally. important, the university 
will soon be a centre for post-graduate 
medical education. All physicians must 
educate themselves throughout life, 


but for the isolated country doctor the 
need is urgent. With the aid of the 
College of Physicians and Surgeons 
and the Department of Public Health, 
the College of Medicine can carry out 
a continuous program of educational 
conferences at regional centres all 
over the province. Moreover, the avail- 
ability of this topflight centre for re- 
ferral of difficult diagnostic or thera- 
peutic problems — with reports going 
back to the family physician — will 
sharpen medical acumen everywhere. 

Beyond this, perhaps more direct 
steps should be taken to reduce the 
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isolation of the rural doctor. Group 
medical practice is well known on the 
prairies, yet scores of villages have 
their lone doctor; and in Saskatchewan 
an alarming number of hospitals have 
a medical staff consisting of a single 
practitioner. It is a difficult problem, 
for surely every area with 1,000 to 
2,000 persons requires a general prac- 
titioner within easy reach. Perhaps a 
solution can be found in encouraging 
medical groups in the town to take in 
country doctors as full members, even 
though the latter would serve prim- 
arily at outlying rural points. Construc- 
tion of health centres to house such 
groups might foster the idea. Then, 
the rural member of the group would 
feel free to refer to his associates com- 
plex medical problems confronting him. 
The age-old problem of medical 
costs has still not been solved com- 
pletely in Saskatchewan. Between the 
various governmental and_ voluntarv 
programs of medical care, perhaps 40 
per cent of the population enjovs a 
fair measure of financial protection. 
Extension of voluntary plans may en- 
large this proportion somewhat; but 
world-wide experience convinces one 
that no reliance can be placed on 
voluntary enrolment to achieve any- 
thing approaching full population cov- 
erage. I can only remind you of the 
recommendation of the 1951 Health 
Survey Report that prepaid medical 
services be extended to evervone in 
the province, financed by federal and 
provincial tax sources. In the absence 
of federal assistance, the pattern of 
financing which has proved effective 
in the Swift Current Region might 
well be extended to other regions. 
Without proper economic suppurt, 
many efforts to improve the quality 
of medical service in Saskatchewan, 
or elsewhere, will be sterile. The pa- 
tient must first have access to the 
doctor, both the general physician and 
the specialist, without economic de- 
terrents. Then, the first-class medicine 
which this medical college will teach 
and demonstrate can be applied. 


Long-term Care 


Finally, there is a fourth path to 
the future that I see, a path made 
necessary by past accomplishments. 
Because of the achievements of pub- 
lic health and _ clinical medicine, 
people are living who formerly died, 
and they are living with a great ac- 
cumulation of disabilities. This rising 
volume of long-term illness and disabil- 
ity, especially among the elderly, pres- 
ents a problem of wholly new propor- 
tions that demands special organized 
measures in Saskatchewan and else- 
where. 

The number of mentally disabled 
has been rising insidiously for many 
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years. A vicious circle is created, for 
the more crowded the mental hos- 
pitals become, the less effectively can 
they treat the patients, the fewer are 
the cases discharged, and the over- 
crowding increases further. The ad- 
ditional mental beds needed to break 
this circle should in my opinion be 
provided in a number of moderate- 
sized facilities close to the people, 
preferably in each of the province’s 
regional cities and usually in conjunc- 
tion with a general hospital. This 
would also distribute psychiatrists 
more evenly over the province and 
permit further extension of community 
mental health clinics. 

The aging of the population has 
confronted Saskatchewan with an en- 
ormous housing problem, often solved 
extravagantly by prolonged hospitali- 
zation of elderly persons whose medi- 
cal needs are slight. Nursing homes for 
the aged are, of course, operated by 
many local bodies, and the provincial 
Department of Social Welfare has es- 
tablished others. The whole complex- 
ity of problems of the aged and chron- 
ically ill, however, deserves the most 
searching study. The needs for hous- 
ing must be distinguished from those 
for health service, with the latter being 
tackled in conjunction with hospitals. 


Special chronic disease wings may well 
be attached to general hospitals, or 
nursing homes be built closer by, in 
easy reach of medical services. On the 
other hand, the housing of elderly 
persons not in need of medical care 
requires no special ties to hospitals. 


In the larger centres, home care 
services for the chronically ill can be 
organized, as extension functions of 
the hospital. Medical social workers 
are needed to help organize such pro- 
grams, not to mention the other serv- 
ices they could provide for hospital 
patients. In every hospital, the af- 
firmative and optimistic viewpoint of 
modern geriatric medicine should re- 
place the fatalism of the past. 


For the seriously disabled among 
all age groups, the whole rehabilita- 
tion movement, which has had a robust 
beginning in Saskatchewan, requires 
strong support. Rehabilitation centres 
are needed to cope not only with 
cases of poliomyelitis and cerebral 
palsy, but also arthritis, post-traumatic 
problems, hemiplegia, and other prev- 
alent disorders. In addition, depart- 
ments of physical medicine are needed 
in all regional hospitals. The new pro- 
gram of allowances for the perma- 
nently and totally disabled makes all 


the more urgent a vigorous rehabilita- 
tion service in the years ahead. 

In all these needed endeavours to 
cope with the mounting burden of 
physical and mental disabilities, both 
the College of Medicine and Univers- 
ity Hospital must provide vigorous 
leadership. 

These four paths to the future are, 
of course, intertwined. Others might 
visualize the next steps in Saskatche- 
wan’s health service along different 
lines or in other proportions. The 
tasks are many, but the goals are im- 
portant. Knowing as I do the quality 
of the people of Saskatchewan, the de- 
votion of their leaders, and the will of 
both to move ahead, one can look to 
the future with assurance. 

Seldom has a_ university medical 
centre faced such opportunities for 
creative leadership as prevail here in 
Saskatchewan at this mid-point in the 
province's first century. Building on a 
heritage of health organization which 
is the envy of informed persons in 
other provinces and nations, the Col- 
lege of Medicine and the University 
Hospital can and must accept the 
weighty burden of leadership in 
speeding the unravelling of age-old 
problems of personal and community 
health. e@ 
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Tomorrow’s Doctor 
(Continued from page 44) 


Brown has indicated, in the sociologi- 
cal areas of medicine as well as in 
the biochemical. We must experiment 
not only in maintaining the hormone 
balances or the electrolyte equilibria 
of the blood but also in methods of 
carrying medical care to the people. 
Canada is doing that. 

One of the things one must study is 
group practice. We have some group 
practice in the United States and 
there is some in Canada. There are all 
kinds of groupe: some are private, 
some are run by local, state, or na- 
tional governments, some are on pre- 
paid comprehensive medical care 
plans. I think the last mentioned is 
best and something we should work 
for, whether run privately or by gov- 
ernment. Some groups are still on fee- 
for-service; but fee-for-service, per- 
haps, on a fee-scale basis is better than 
the soak-the-rich, charge-what-the-traf- 
fic-will-bear system of the olden days. 
Great Britain is a much more homo- 
geneous country than either Canada 
or the United States. It is made up 
mostly of English people, whereas 
Canada is made up of at least two 
main races and the United States is 


made up of many. Different kinds of 
solutions to these problems are re- 
quired in different places. You must 
have plans for urban areas. New 
York City, I think, has done a wonder- 
ful thing in setting up the Health In- 
surance Plan of Greater New York, 
which now has half a million sub- 
scribers, most of whom are quite con- 
tented and so are most of the doctors. 
The younger doctors who have grown 
up in this setting like it very much, 
although the local medical societies 
all around greater New York have 
tried to put the plan out of business. 
It is growing; it is flourishing. It is an 
important sociological phenomenon 
and perhaps New York will catch up 
with Saskatchewan sometime. So you 
must have urban plans; you must also, 
I suppose, have suburban plans, and 
you must have rural plans. 

Then there are labour and industrial 
health plans. I visualize sometime 
a health insurance plan of Greater 
Boston. Something like H.I.P. in New 
York, but going further in that it would 
be hooked in with the educational 
process. Some of the practice groups 
could be made up from the staffs of 
the teaching hospitals. Then the other 


local hospitals could be taken in. I 


would also tie in the health plans of 
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the institutions of higher learning. In 
Saskatoon you have a great advantage 
in that everything is in one package 
and that is very important. You are 
all on one campus. In an old city like 
Boston, we have about five universities 
and they are widely scattered. 


In medical teams there must be a 
proper balance. In place of the term 
“general practitioner” I prefer the 
term —, to balance the word 
“specialist”. In the group, whether it 
is in the teaching hospital or in the 
community hospital, there must be a 
proper balance. In the groups of H.LP. 
of Greater New York there is such 
a balance. It has been carefully stud- 
ied and planned. There are the neces- 
sary specialists and an adequate num. 
ber of generalists. The patient belongs 
to the generalist and the generalist 
makes use of the specialist, as needed, 
He has the responsibility of tying all 
the specialized work into one package 
—the over-all care of the patient. He 
must see that the patient benefits from 
the plan which has been evolved 
through the combined work of the 
generalist and the specialist. I would 
say that the specialist has no greater 
dignity than the generalist. They all 
have their functions in the team; and 
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Tomorrow's Doctor 
(Concluded from page 84) 


they must integrate and work together 
with understanding of their respective 
duties. We must prevent the isolation 
of the doctor of medicine, not so much 
geographic isolation as intellectual or 
even moral isolation. 

In most of our colleges we have 
a certain group of students who have 
decided they want to go into medi- 
cine; they are called “premedics”. 
Other students tend to avoid them. 
They talk to each other. They even 
have their own fraternities and some- 
times universities actually set up 
courses especially for premedics. I de- 
plore all of that. Then when they get 
to medical school, they are thoroughly 
isolated. They think, do, and dream 
about nothing but medicine. Then 
they become interns and later resi- 
dents. What do they think about then 
—medicine! Finally, the student be- 
comes a practitioner and goes to med- 
ical society meetings and gets still 
more out of touch with non-medical 
people and ideas. I’m overdrawing 
this, of course, but you have to exag- 
gerate in order to make a point. I am 
indicating a danger that we must try 
to avoid — the danger of isolation. 
After the doctor becomes a_practit- 


tioner, he is even in danger of being 
isolated from his fellow doctors if they 
belong to a different specialty. They 
have their own specialists’ societies and 
I would suggest that you read in The 
Lancet for October 18th, 1952, a paper 
by Sir Harold Himsworth entitled 
“Specialization, Stratification and Re- 
search”. There is in it some very sound 
advice about the dangers of speciali- 
zation. He recognizes the necessity of 
specialization but deplores its crystal- 
lization and stratification and points 
out that, after all, specialists get en- 
trenched in their special skill and then 
the skill may no longer be necessary 
because medicine has advanced. 


First Canadian Clinic 
for Drug Addicts Opened 

Canada’s first clinic for drug addicts 
was opened officially at the Mimico 
Reformatory, Toronto, Ont., in Janu- 
ary — latest step in the Department 
of Reform Institutions’ (Ontario) “five- 
year plan” aimed at rehabilitation of 
offenders of all types. The clinic has 
accommodation for 25 patients, who 
will be accepted on a voluntary basis 
only. It is considered a pilot unit, cap- 
able of expansion when and if the 
need arises; for administrative pur- 


poses it is combined with the A. G, 
Brown Memorial Clinic for Alcoholics, 
which is also on the premises. 

The new centre is under the direc. 
tion of Dr. R. G. Bell, Toronto special- 
ist in alchoholism, and Dr. F. H. Van 
Nostrand, director of neurology and 
psychiatry for the Department of Re- 
form Institutions. Establishment of the 
clinic followed a recommendation from 
a Senate committee in Ottawa that 
all provinces set up treatment centres 
for drug addicts. 


World Health Day 

April 7th is now celebrated around 
the world as World Health Day. It 
offers an opportunity to arouse popular 
interest in health needs and to stim- 
ulate the people’s participation in the 
work of improving health. This year’s 
World Health Day theme, “Destroy 
Disease-carrying Insects!”, focuses at- 
tention on one-of the most daring tasks 
ever undertaken in the field of public 
health — eradication of malaria by a 
relentless war against all insect-borne 
diseases. 


There are 74 Outpost Hospitals and 
Nursing Stations operated by the 
Canadian Red Cross in Canada’s re- 
mote areas. 
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Changing Health Problems 
(Continued from page 52) 


lion days of disability a year, and over 
50 million days of any illness. 

Similarly, this aging of the popula- 
tion accounts for about 2 million of the 
days spent in hospital and for over a 
million doctors’ home and office calls. 

According to the estimates we have 
now, some 400,000 people are incapac- 
itated on any given day, apart from 
those residing more or less perma- 
nently in institutions. Due to the pop- 
ulation changes, particularly the mere 
increase in numbers, that figure would 
have been only a little more than one- 
third in 1901 and it will have increased 
by more than half in about fifteen 
years’ time. 

This means, in terms of volume of 
illness over a year, that today we have 
about 100 million more days of dis- 
ability per year among Canadians than 
we might have had 50 years ago. Sim- 
ilarly, in another fifteen years from 
now we must expect another 100 mil- 
lion days added to that figure: very 
sizeable changes indeed, bearing in 
mind that in 1951 the estimated num- 
ber of disability days was some 160 
million per year. 

This does not mean that our health 
is deteriorating. In fact, we have as- 


sumed that sickness rates have re- 
mained, by and large, stationary. A 
glance at the death rates over the 
past ten years reveals the same pic- 
ture. The death rate has dropped for 
all age groups, particularly for the first 
years of life. The over-all death rate 
has been reduced by about ten per 
cent — certainly a big improvement 
in mortality — and yet there were 
about 11,000 more deaths in Canada 
in 1951 than there were in 1941. 

This increased volume of morbidity 
and mortality indicates the need for 
the expansion of health services. Work- 
ing in the same direction is the increas- 
ing rate of hospitalization. About 50 
per cent of all deaths occurred in in- 
stitutions in 1951, compared with 40 
per cent in 1941. Taking into account 
both the greater number of deaths 
and the higher hospitalization rate, the 
demand on hospitals resulting from 
fatal illness has increased by 35 per 
cent over the past ten years apart 
from the fact that terminal illness is 
likely to be of longer duration today 
than it used to be. 


Not only on leaving this world but 
also when we enter it, do we make use 
of doctors, nurses, and hospitals, While 
confinements and the care of the new- 
born cannot be classified as a result of 


ill health, they nevertheless require 
very much the same kind of services 
as does illness. In this respect they too 
constitute part of our health problem. 
During the period from 1941 to 1951, 
the birth rate went from 22 to 27 per 
1,000 population. The number of births 
er year rose in the same period from 
some 250,000 to some 380,000 result- 
ing in 130,000 more births in 195] 
than there were in 1941. Here again 
it is not only the growing number that 
makes for a greater demand on health 
services but also the fact that the 
standard of service has increased. Of 
the births in 1941, only 49 per cent 
occurred in hospitals; of the larger 
number of births in 1951, almost 80 
per cent were hospitalized. This means 
care for the mother as well as for the 
baby. Thus, these 130,000 confine- 
ments in 1951 may be assumed to 
have accounted for close to 10 per 
cent of all patient-hospital days in that 
year. The prospect for the future is an 
increasing number of births if the rate 
remains on the same or even on a 
somewhat reduced level. In the plan- 
ning for health services the number 
of births and young children is an im- 
portant factor because children under 
15 account for about one-fifth of phy- 
sicians’ calls outside the hospital and 
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Changing Health Problems 
(Concluded from page 90) 


for almost one-fifth of all hospital days. 

If our population continues to in- 
crease according to the forecasts, it 
will mean that in fifteen years from 
now Canadian doctors will have to 
visit 11 million patients at their home 
instead of 7 million today; and they 
will have to see 25 million patients 
at their office instead of the 16 million 
they are seeing today. If we are to 
maintain the same _population-physi- 
cian ratio as we have today, the in- 
creased population in fifteen years’ 
time will require about 7,000 more 
doctors. Correspondingly, we will re- 
quire something like 35,000 more beds 
in public hospitals apart from tuber- 
culosis and mental institutions. The 
visits to dentists would increase by 
about 700,000; and we would need 
about half as many dentists again as 
we have today. The same applies, of 
course, to nurses, and all other health 
personnel and facilities. 

These are some of the foreseeable 
and measurable implications of a 
changing population. Health, however, 
is a many splendoured thing; there 
are many facets to it and, as men- 
tioned before, there are many other 


powerful forces at work which will 
have their impact on the nation’s 
health and health services in the years 
to come. 


Penicillin Plant 
Completed in India 

The first penicillin plant in south- 
east Asia has been completed in 
Pimpri, Bombay, by the Government 
of India with assistance from the Unit- 
ed Nations. The plant is valued at 
$3,000,000. 

All products of the plant are for 
use in India, with priority to be given 
to public health projects. Some will 
be used to give free treatment to 
children and mothers for yaws, syphil- 
is, and other ailments. The new plant’s 
products will benefit millions every 
year. With one 10-cc vial of penicillin 
four children can be treated for yaws, 
a disfiguring and crippling disease of 
the tropics. 

The plant produced its first tank 
of penicillin in March 1955 and re- 
leased its products last October. It took 
some four years of planning, recruit- 
ment of personnel, training, engineer- 
ing, building, installation of equipment, 
and testing, before the first tank of 
penicillin was made. 


He Says It with Flowers 

J. W. Hughes, Kelowna, B.C., Ro- 
tarian, has probably given away more 
flowers than any other man in Can- 
ada. Since 1948 Mr. Hughes, a flower 
grower on a big scale, has been do- 
nating flowers to hospital patients and 
shut-ins through Rotary Clubs all over 
western Canada. In the past year he 
has donated a total of 110,000 blos- 
soms to various old people’s homes, 
hospitals, orphanages, schools for the 
mentally deficient, and persons con- 
fined to their own homes because of 
long illnesses. In preparation for next 
year’s shipments, Mr. Hughes has al- 
ready planted some 100,000 tulips at 
his lakeside ranch. 


Grants on Monthly Basis 

As a result of a resolution passed 
at the Ontario Hospital Association’s 
last convention, the Ontario Depart- 
ment of Health has decided to pay 
the regular maintenance grants to hos- 
pitals on a monthly rather than a 
quarterly basis. Purpose of the change- 
over is to assist hospitals in reducing 
interest on bank overdrafts. 


Some people are like French bread 
—little dough but lots of crust. 
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Clinical Investigation 
(Continued from page 38) 


ideal focal point for doing clinical in- 
vestigation. It is, I think, generally a 
better one than an institute for the 
study of a special subject. The word 
institute” is used in many different 
ways. I do not necessarily mean an 
institute of medical research in which 
vou have a number of laboratories, but 
rather an institute of a special clinical 
subject which is geographically sep- 
arate from the main hospital. This 
tends to produce separate interests, 
although it may increase penetration 
in depth and in certain older centres 
it certainly has done a great deal to 
assist and to advance medical knowl- 
edge. I think, however, that University 
Hospital can provide an admirable 
place for the carrying out of clinical 
Investigation because one has the 
benefit of one’s colleagues’ advice and 
help, and because one cannot know 
everything about everything. 

It is very necessary for a good deal 
of clinical investigation, though by no 
means all, that the patients be in bed. 
If you are going to do careful meta- 
bolic studies, if you are going to do 
repeated respiratory function studies, 
if you are going to do studies of var- 


ious sorts where careful control of diet 
or other factors may be involved then 
you have to have the patient in bed 
and preferably in a special place in 
the hospital where these factors can 
be controlled. I have been trying for 
24 years to have a complete 24-hour 
specimen of urine collected on the 
general wards and I have as yet to 
succeed in getting it. So it is necessary 
for those particular purposes that the 
patient be in a special ward. That 
does not mean that clinical investiga- 
tion cannot be done on general wards 
and on general service. It can — it 
depends on what kind you want to do. 
Similarly, you can do excellent clin- 
ical investigation with the patient not 
admitted to hospital at all. If you are 
going to do a long-term study, let me 
point out that when you admit the 
patient to a hospital bed you are 
changing the environment of that pa- 
tient and although your observations 
may be extremely accurate, you may 
in point of fact not be observing what 
the patient’s ordinary condition is at 
all. By the very admission of that pa- 
tient you have altered psychological, 
social, and other reactions to his di- 
sease. Consequently, it is very desir- 
able that you use the University Hos- 
ital as an investigative centre and 
extend it still further in terms of obser- 





vation by the patient's own doctor, 
though in an area geographically re- 
moved. It is only thus, I think, that 
one can do really long-term observa- 
tions without interfering with a pa- 
tient’s life to such an extent that it 
becomes impractical. 


I mentioned earlier the need for 
conversational interplay. This, of course 
can be carried too far, for it is vital 
that people have time to do their own 
work and to think and consider by 
themselves. There are, perhaps, too 
many distractions: committee meet- 
ings, forms to be signed, and forms 
to be made out for other people to 
sign. We suffer, at least partly, from 
con-form-ism in more than one sense of 
that word. Yet in a university hospital 
such as this it is desirable and neces- 
sary that channels of communication 
be kept open. It is also highly de- 
sirable that non-professional staff be 
made to feel interested in and a part 
of the investigative team. Only thus 
can one really get an adequate and 
complete picture. 


There is always, of course, a prob- 
lem of the attitude of the scientific 
medical, and this is well illustrated by 
the accompanying poem (see page 
38). There is no higher proportion of 
people in scientific medicine who have 
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that arrogant attitude than there is in 
any other group of people. Some 
people are that way no matter what 
group they are in. There is also a prob- 
lem of attitude towards those engaged 
in scientific investigation. Many people 
think it is something so easy that they 
could do it if they wished. Actually it 
is very difficult. One thing which 
makes it so — although one does not 
complain of this — is that the patient 
always wants to go home just the day 
vou don’t want him to. That, of course, 
is common and it is very nice that he 
does want to go home and is able to 
do so. 

Financial difficulties are also to be 
overcome. For instance, there is the 
patient you wish to keep in hospital 
longer than he might otherwise stay. 
Also, for the purposes of clinical in- 
vestigation it is sometimes necessary 
to admit to hospital normal control 
subjects, and this means financial pro- 
vision for their admission. 


I have mentioned a number of prob- 
lems concerning clinical investigation 
in a university hospital. There are 
others equally difficult and yet, as 
long as goodwill exists between the 
parties concerned, these can be met 
and overcome. In your University Hos- 
pital you have a great advantage in 


that it has youth and understanding 
and, consequently, a group of people 
who are relatively untrammeled by 
the traditions which sometimes hamper 
older universities and hospitals. If the 
atmosphere between the various de- 
partments is suitable, you have the 
opportunity and capacity for doing 
great work. Isolation need not be a 
drawback and it can be an advantage. 
The time which might be spent on 
the elevated railway rushing from one 
meeting to another can be the time 
spent in doing worth-while work. 
Above all, you can have, within your 
own group, the catalytic agents of 
wonder and conversational interplay so 
necessary for advance. 


For Hospital Purchasing Agents 
The 33rd Hospital Purchasing File, 


1956 edition, is now available to hos- 
pital purchasing agents and others in- 
terested in this handy index. It is 
published by Purchasing Files, Inc., 
919 North Michigan Ave., Chicago 11, 
Ill. A special reference section includ- 
ed in this edition is “Planning the 
Equipment for a New General Hos- 
pital” by Guy H. Trimble of the Divi- 
sion of Hospital and Medical Facilities, 
Public Health Service, Department of 
Health, Education, and Welfare. For 


material on many hospital depart. 
ments, past editions of the file should 
be consulted. 


“Tea” 


Of interest to tea-drinkers will be 
a recently published work entitled 
Tea—A Symposium on the Pharma- 
cology and the Physiologic and Psy. 
chologic Effects of Tea. Edited by 
Henry J. Klaunberg and presented at 
a conference at the New York Academy 
of Sciences held in May of last year, 
this interesting little monograph is not 
as esoteric as it may sound to the 
uninitiated. We quote: 

“|. there is not in human history 
a beverage about which there has de- 
veloped so much of graceful ceremony 
and gracious, cultivated enjoyment of 
living as about tea . . . Tea is a social 
drink in the best sense of the word. It 
does not bring about a primitivizing 
or animalizing of the human being, but 
rather it cerebrates man at his human 
best with his most distinctively human 
structure, his cerebral cortex, ‘hitting 
on all cylinders, his discrimination 
enhanced, and his associations enrich- 


ed ” 
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Meaningful Old Age 


Living a few years longer is not so 
important as living the years meaning- 
fully. Many people — and not least 
of all business and professional men 
—declare that the years after 65 are 
the most interesting and gratifying 
part of their lives. 

A philosopher compares life to a 
piece of embroidery, of which, during 
the first half of his life, a man gets 
a sight of the right side, and during 
the second half, of the wrong side. 
The wrong side is not so pretty as the 
right, but it is more instructive: it 
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shows the way in which the threads 
have been worked together. 


Only when we look back at the long 
course of our life and its general re- 
sult can we see the why and wherefore 
of it all. A thousand things become 
clear which were formerly obscure, 
and we gain a satisfying feeling of 
difficulties overcome. 

With advancing age we receive un- 
expected rewards and compensations. 
We escape slavery to convention; we 
detect the superficial things and pay 
attention to the significant; we enjoy 
being patient; we have out-grown our 
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keenest acrimonies; we are free of un- 
easy craving; we are no longer pom. 
pous and self-regarding; we have a 
feeling of immense relief from the 
number of dangers we have escaped; 
we have advanced from what was 
promised to what is fulfilled. 

This is not to say that we must rest 
on our oars. A 1955 survey reported in 
Industry reveals that 64 per cent of the 
world’s great achievements have been 
accomplished by men who have passed 
their 60th birthday. Between 60 and 
70 years of age, 35 per cent of the 
world’s great achievements were ac- 
complished; 23 per cent between 70 
and 80, and 8 per cent after 80. 

Sir William Van Horne, builder of 
the Canadian Pacific Railway, said no 
man comes to the sub-conscious co- 
ordination of details necessary to con- 
trol a vast system until he is 60. And 
if we forsake the mundane things of 
business to seek a lesson in knight er- 
rantry, we find that when the first 
lances of all Christendom were Chan- 
dos of England and Du Gueselin of 
France, John Chandos was over 70 
and blind in one eye. Retiring and 
softspoken he was, but when the earth 
stirred to a slow thunder of armies the 
most dreaded device on a shield was 
still the red pile of Chandos. — The 
Royal Bank of Canada Monthly Letter, 
December, 1955. 


“Open Door” Policy Pays Off 

According to Dr. D. Ewen Cameron, 
director of the Royal Victoria Hos- 
pital’s Allan Memorial Institute of Psy- 
chiatry, Montreal, an “open door” pol- 
icy (under which the patients are free 
to leave if they choose) at the institute 
has been successful. Criminals or vio- 
lently disturbed patients are not, of 
course, treated in this way, but those 
with milder disorders have reacted 
very favourably to the method. Dr. 
Cameron feels that patients who see 
barred windows and protected lights 
understand that they are expected to 
act violently, whereas, under the new 
system, their therapy is speeded up 
because they realize their submission 
to treatment is strictly voluntarv. 


Let Us Be Vigilant 


Let us, by all means, do everything 
we can to bring rehabilitation forces 
to bear on the individual as soon as it 
is known that a disabling condition ex- 
ists. But let us go further than this. 
Let us in all daily living be vigilant. 
In all our activities or business opera- 
tions, let us try to eliminate all causes 
that might contribute to accident dis- 
ease or disability. In this way the 
whole problem will be kept to a min- 
imum. — Ian Campbell in “The Hear- 
ing Eye,” Fall, 1955. 
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Book Reviews 
(Concluded from page 56) 


personnel. Hospital engineers, too, 
feel that others in the hospital plant 
do not fully comprehend their work- 
ing problems. And hospital adminis- 
trators repeatedly stress this need for 
understanding by physicians, hospital 
personnel and their board, not only of 
the administrator's immediate prob- 
lems but fundamentally of the whole 
operation of the hospital. Finally, all 
in the hospital field continually talk 
about the need for public knowledge 


of the complexities of hospital ad- 
ministration. 

To reach the core of such needed 
knowledge, the study staff from Cor- 
nell has spent many man hours in 
each department of the hospital, talk- 
ing to the individual hospital em- 
plovee at all levels and to board mem- 
bers and physicians. With this broad 
range of information they have 
written a report which gives all of 
those concerned in any way with the 
hospital a clear conception of what it 
is like to work there and what some 
of the problems are that confront 
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those involved with hospital service. 

Thus, this book will certainly en- 
lighten everyone who reads it, 
whether the reader is an experienced 
hospital administrator or the newest 
member of the women’s hospital 
auxiliary. It should be broadly read 
by laymen interested in the hospital, 
by hospital board members and staff 
and physicians. The net result will be 
greater co-operation among all the 
groups concerned with care of the 
patient. 

Certainly this study report becomes 
an important teaching resource for all 
the schools which prepare people for 
work in the hospital — schools of 
medicine, nursing, hospital adminis- 
tration and other paramedical special- 
ties. It should also be valuable in the 
schools of public health and for other 
groups, such as Blue Cross Plans, 
having programs related to the hos- 
pital. 

This report, obviously, can offer no 
quick solution to better hospital op- 
eration. But it does point toward re- 
finements in our working together to 
improve the care of sick people. 
It is a volume which the hospital 
field has awaited for a long, long 
time. — George Bugbee. Reprinted 
through the courtesy of “Hospitals”, 
December 1955. 


“Labtec Cook Book” Available 

Recently a group of medical labora- 
torv technologists in Saskatoon, Sask., 
collected the favourite recipes of their 
co-workers throughout Canada and 
compiled The Labtec Cook Book. Pub- 
lished by the Canadian Society of Lab- 
oratory Technologists, this interesting, 
compact cook book contains approxi- 
mately 425 tested recipes. Since so 
many laboratory technologists are 
homemakers as well as career girls, 
the book contains many recipes de- 
signed for quick preparation. 

One of the purposes in publishing 
the cook book was. to publicize the 
field of medical laboratory technology 
and thus attract prospective students 
to a career with a rapidly expanding 
future. Some of the funds raised by 
the sale of the book will be used to 
cover expenses connected with the 
First North American Conference of 
Medical Laboratory Technologists, to 
be held in Quebec City, in June. 
Copies of The Labtec Cook Book are 
available through the national office 
of the Canadian Society of Laboratory 
Technologists, 61 Victoria Ave., N., 
Hamilton, Ont., at the price of $1.00 
per copy. 


An Oriental saying: He whose 
science exceedeth his sense, perisheth 
by his ignorance. 
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with soft rubber or solid compo- 
sition tread. Electrically conduc- 
tive wheels when specified. Side- 
brakes shown are optional. Stems 
and adapters available for all 
types of equipment — chairs, 
tables, cribs, etc. 


SPECIFY BASSICK ON ALL 
PORTABLE EQUIPMENT 


DIVISION 


STEWART-WARNER rudy kites 


of Canada Limited 
BELLEVILLE 
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DO YOU NEED 
MONEY 
— FOR EXPANSION? 
—FOR EQUIPMENT? 


our collection programme has helped 
many hospitals to finance additions and 
buy new equipment. Learn how you can 
benefit by mailing the coupon below 
without obligation to Canada’s only 


NATIONAL collection organization. 





HOSPITAL & MEDICAL 
AUDIT BUREAU 


147 University Avenue, Toronto 


EM 4-4151 


OFFICES IN 12 CITIES 


Hospital & Medical Audit Bureau, 


147 University Avenue, 


check 
Toronto, Ont. f 


‘or 
prefer- 
ence 


Please send literature describing 


your collection service _ oO 


Please send representative to 


explain your collection service oO 


HOSPITAL 
ADDRESS 


. PROVINCE 

















News Released by Hospital Supply Houses 


New Package For Surgical Blades 

A new convenient and economical 
method for packing surgical blades 
that completely eliminates the need for 
handling individually wrapped blades 
has been introduced by the American 
Safety Razor Corp. 

Called “Clip-Sharps,” each box con- 
tains one gross of ASR surgical blades 
in units of 24 unwrapped blades per 
clip. The required number of blades, 
one to 24, can be removed easily from 
the clip and placed onto a rack arm, 
which then is inserted into the sterliz- 
ing solution. 


“Clip-Sharps” it is claimed, provide 
a quick, easy, and low-cost way of 
using a small or large number of 
blades without the time and cost in- 
volved with individually wrapped 
blades. 

There are six clips per box, protected 
by rust inhibiting paper. Any steriliz- 
ing rack and any reliable, non-cor- 
rosive sterilizing agent may be used. 


Surgical Glove Sterilization Chart 
Proper care and cleaning of surgical 
gloves can result in a considerable sav- 
ing to any hospital. Keenly aware of 
this fact is the Pioneer Rubber Com- 
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pany, Willard, Ohio, which has just 
compiled a handy 5% by 11% inch chart 
entitled “How To Sterilize Surgical 
Gloves.” 

Besides helping hospitals save 
money, the company’s purpose in pro- 
ducing the chart is to assist hospital 
personnel in establishing correct surgi- 
cal glove handling techniques. The in- 
formation incorporated in the chart is 
based on Pioneer’s 35 years of experi- 
ence in the design and production of 
surgical gloves. 

Copies of the chart can be obtained 
by writing to the Pioneer Rubber Com- 
pany, Surgical Division, Willard, Ohio, 
or their Canadian distributors, Fisher 
and Burpe Limited, Toronto, Winni- 
peg, Edmonton, or Vancouver. 


Appointment by Smith and Nephew 

Mr. G. W. Walker, sales director of 
Smith and Nephew Limited, Montreal, 
has announced the appointment of 
James G. Lynch as drug trade and 
medical service representative in the 
Province of British Columbia, Mr. 


James G. Lynch 


Lynch will augment the sales force in 
British Columbia in the company’s pro- 
gram of expansion. 


Sales Manager 
At Air-Shields 


John E. Addy has been appointed 
sales manager of Air-Shields, Inc., 


maker of the Isolette infant incubator, 
it was announced by Samuel Y. Gib- 
bon, president of the firm. Mr. Addy 
has been with Air-Shields four and a 
half years and. was formerly assistant 
sales manager. 


Appointment At General 
Steel Wares 

The appointment of Richard Gaunt 
as general manager of the Commerical 
Kitchen Equipment Division of Gen- 
eral Steel Wares Limited, has been 
announced by W. F. Holding, presi- 
dent and managing director of the 
company. 


Richard Gaunt 


Mr. Gaunt, who has had wide ex- 
perience in supplying commercial kit- 
chen equipment to hospitals, hotels, 
restaurants, institutions and industrial 
organizations, will be responsible for 
all designing, engineering and manu- 
facturing activities within the division. 


New Infusion Set 

Cutter Laboratories, Berkeley, Cali- 
fornia, has introduced a new pediatric 
scalp vein infusion set. Pyrogen free 
and sterilized both inside and out, 
this disposable scalp vein set is ready 
for immediate use. Packaged in a poly- 
ethylene envelope, it consists of: plas- 
tic female adapter; 12 inches of soft 
plastic tubing; and a_ short-beveled, 
small gauge needle in a_ protective 
sheath. With this set no head restraints 
are necessary and normal head move- 
ment is permitted by the slack in the 
coiled tubing. The flexible plastic tub- 
ing allows easy coiling and taping to 
the infant’s scalp. Greater comfort is 
obtained and nursing care is mini- 
mized. Cut-downs are rarely neces- 
sary. 

Automatic Pipesetting Device 

The Aupette, a new automatic pi- 


(Continued on page 114) 
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EATON'S OF CANADA 
CONTRACT SALES 


HOSPITAL EQUIPMENT 
AND ii an age “ 


SERVING HOSPITALS FROM COAST TO COAST 
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PLATE TERMINAL PIPE THREAD 
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PIPE THREAD 
TERMINAL: FEMALE 


SIX 
OF OUR | 
MANY TYPES ‘Wm 


SPINDLE TYPE 


SQUARE SOCKET SQUARE SHANK 
Kilian Manufacturing Corporation (Canada) Limited 


240 FLEET STREET EAST, TORONTO 2 
6546 UPPER LACHINE ROAD, MONTREAL 28 
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KEEP BLANKETS 


CIC ... 
SOF... 
COMOWTITISH... 


with McKEMCO WOOL FOAM 


McKEMCO Wool Foam is scientifically com- 
pounded to assure a thorough washing action 
that leaves blankets completely clean without 
impairing in any way their quality, colour or 
tensile strength. 

Even after repeated washing with MCKEMCO 
Wool Foam, blankets still retain their original 
light and fluffy softness. 

Your McKemco man is also the Ontario Rep- 
resentative for Troy laundry machinery—ask 
him for details. 


Fourteen Years of Service 
. ks y 
To Canadian Industry IM KEMCO Phestucl 
A. A yh 


WICKAGUE CHEMICAL COMPANY 


1119A YONGE STREET, TORONTO 
and McKAGUE CHEMICALS (EASTERN) LTD. 


421 COURTEMANCHE AVENUE, MONTREAL EAST, QUEBEC 













ACROSS THE DESK 
(Continued from page 112) 


petting device, is now being manufac- 
tured by Clay-Adams, Inc. The instru- 
ment delivers predetermined quanti- 
ties of liquid repeatedly, without re- 
setting or remeasuring, and has many 
applications in clinical, industrial and 
chemical laboratories, or wherever a 
measured volume of fluid is to be 


dispensed repeatedly. It can also be 
used for mass inoculations of animals. 







































Through careful design and engi- 
neering of the Aupette, it accommo- 
dates standard size syringes. Either 
10cc, 5cce or lec syringes may be used 
interchangeably in the same Aupette 
merely by using nylon adapters. 

The instrument can be used with 
one hand and requires only slight 
thumb pressure and no special train- 
ing. Plastic tubing, valve, metal tip 
and sinker are included with each in- 
strument. These permit fluid to be 
drawn constantly from the source of 
supply so that filling a large number 
of tubes or vials can be accomplished 
with a minimum of time and effort. 

The Aupette is sold through surgical 
and scientific supply dealers. Com- 
plete details are available from Clay- 
Adams, Inc., 141 East 25th Street, New 
York 10, N.Y. 


Kirsch Vertical Traverse Blinds 


An interesting innovation in window 
treatment has been introduced in 
Kirsch Vertical Traverse Blinds. 

An excitingly different type of blind, 
Kirsch Verticals have all the advan- 
tages of deluxe “Venetians” with ex‘ra 
features all their own. Kirsch Verticals 
not only give smooth-operating, light- 
and-air control, and close for privacy, 
but also draw open—like draperies— 
to give windows a fresh fascinating 
beauty. 

Kirsch Verticals are ideal for pa- 
tients’ rooms, public reception rooms, 
staff lounges and nurses’ residences. 

A descriptive folder is available 
from the makers, Kirsch Manufactur- 
ing Co. of Canada Limited, Woodstock, 
Ontario. 
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New Baxter Plant Planned 

Purchase of seven acres of land at 
Alliston, Ontario, as the future site of 
Baxter Laboratories of Canada, Lim- 
ited, was announced by Ralph Falk II, 
company vice president. Present op- 
eration is at Acton, Ontario. 

Construction of a modern, efficient 
plant of 30,000 square feet will begin 
in the Spring. Transfer of operations 
from Acton to the new plant will be 
completed by the end of the year, Mr. 
Falk estimated. The plant will employ 
75 to 100 people. 
The new building is being designed 


by Gordon S. Adamson of Toronto. 


Flame Photometer Bulletin 


The new Coleman flame photometer 
for rapid and accurate determination 
of sodium, potassium and calcium, is 
described in a new eight-page bulle- 
tin. Of importance to hospitals and 
clinical laboratories, the new flame 
photometer combines safety, ease of 
use, reliability, precision and economy. 
For this bulletin write to Canadian 
Laboratory Supplies Limited, 3701 


Dundas St. West, Toronto 9. Ask for 
bulletin 231A. 








Lily Paper Service 


Lily Cups Limited, with their com- 
plete hospital paper service in match- 
ing green leaf design, claim to have 
the answer to many of the food service 
problems facing the modern hospital 
today. 

They state that paper service, be- 
cause of its single service feature, of- 
fers the dietitian a fast, efficient, con- 
venient and economical service. It 
answers all problems by speeding up 
the entire food service cycle, thus en- 
abling the staff to serve all patients 
in less time. 

Single service is particularly applic- 
able to isolation wards where the pos- 
sibility of cross-contagion is completely 
erased. 

Formerly, patients in rooms close to 
serving kitchens had to listen to the 
din and clatter of dishes when meals 
were being prepared and served, and 
when dishes were being returned, 
washed and restacked. However, with 
single service, the quietness with 
which meals are served is appreciated 
by patients and employees alike. This 
provides a more cheerful atmosphere. 

There is unlimited convenience to 
paper service because it eliminates the 
time and effort in bussing, scraping, 


stacking, washing, sterilizing and re- 
stacking of crockery and glassware. 
Quite often dishwashers and kitchen 
help can be eliminated or redistri- 
buted to better advantage in prepar- 
ing or serving meals. Also in most 
cases, considerable savings result be- 
cause, with no dishwashing, the largest 
single item of expense — _ breakage 
—is eliminated. 

The space-saving features of paper 
service make it possible to store a 
large quantity of cups in a very small 
space in the main kitchen, secondary 
kitchens, and on the electrically- 
heated carts. Supplies are drawn 
weekly from the main store room, 
thereby enabling the head dietitian to 
keep an ample supply on hand at all 
times and also to have an accurate 
method of cost control. 

In the medical department, paper 
cups and containers have a wide vari- 
ety of uses for medicines, pills, cap- 
sules, oils; as well as laboratory use 
for specimens, dusting powders, ice 
cubes and dressings. 


Further _ information on _ Lily 


Matched Paper Service may be ob- 
tained by writing to Lily Cups Lim- 
ited, 300 Danforth Road, Toronto 13, 
Ontario. 
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Cabinet Air-Conditioner 





Illustrated above is the new air- 
conditioning cabinet now being shown 
by Universal Cooler Company, manu- 
facturers of commercial refrigeration 
equipment. This cabinet, suitable for 
installation in hospitals, offices, and 
restaurants is a big-capacity cabinet 
which provides comfort cooling at its 
best. It occupies small floor space. It 
is attractive in appearance and can be 
obtained in a choice of four colours 
or in colour combinations to blend with 
the decorative scheme of the room in 
which it is installed. For further in- 
formation write the Universal Cooler 
Co. Limited, Brantford, Ont. 


New X-Ray Apparatus 


“Blackboard x-ray” — a new type 
of x-ray apparatus that employs dry 
metal plates, which can be wiped off 
and re-used, has been announced by 
the General Electric X-Ray Corp. 

Since the new method of making 
x-rays is entirely independent of water 
or chemical supplies and _ electrical 
power, it is ideal for use in the event 
of civil disaster. 

Field-tested for civilian defense at 
Albany Medical College, Albany, N.Y., 
under Dr. John F. Roach, radiologist, 
the apparatus is still being perfected 
for commercial sale and no price has 
been established for this purpose. 

Employing a new process termed 
“xeroradiography” (pronounced “zero- 
radiography”), the new equipment 
makes it possible to view a fully-de- 
veloped x-ray picture in only 40 sec- 
onds and to eliminate many of the 
problems now involved in stockpiling 
and storing x-ray film. 

Xeroradiography utilizes a conven- 
tional x-ray source, but produces an 
image on a selenium-coated aluminum 
plate. 
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One great advantage of the fact 
that the image can be “erased” and 
reused is that it is thus necessary to 
stockpile relatively few plates. Another 
advantage of xeroradiography is that 
while the plate. may be exposed by 
radiation after an atomic blast, it is 
not permanently changed, and thus 
will not be spoiled as might conven- 
tional film unless it is shielded in 
costly lead containers. Operation of the 
equipment is made independent of 
electrical power through the use of a 
gasoline-driven generator. 

Still another advantage is that, since 
there is no wet-developing procedure, 
one is not dependent upon a supply of 
uncontaminated water, nor on_ the 
availability of special chemicals. These 
factors combine to make xeroradio- 
graphy ideally suited for civil defence. 

Development of xeroradiography 
does not mean that conventional x-ray 
film is by any means obsolete. It 
merely means that owners of present 
x-ray machines may now produce 
radiographic images either on film or 
on re-usable xeroradiographic plates, 
choosing whichever method best suits 
each task. 

The image produced has a bas-re- 
lief or three-dimensional appearance, 
and in some cases detail is revealed 
that is rarely visible on film without 
special accessories or carefully-con- 
trolled technique. 

HOW XERORADIOGRAPHY 
WORKS: The selenium-coated metal 
plate is electrostatically charged be- 
fore exposure to x-rays. The x-rays, 
which pass through an arm or leg will 
discharge the plate partially, in in- 
verse proportion to the density of the 
x-rayed object. The result is a latent 
electrostatic image on the plate. To 
make this pattern visible, one simplv 
inserts the plate in a device which 
sprays it with a powder. This powder 
adheres to the charged parts of the 
plate (like iron filings to a magnet), 
gathering more closely in the heavily 
charged areas than in the _lightlv- 
charged areas, thus forming a visible 
image. 

The equipment needed for xerora- 
diographic work includes plates, size 
1 foot bv 1% feet, a sensitizing or 
charging device, a developing cham- 
ber, transferring equipment to obtain 
a permanent’ record if desired, view- 
ing equipment, and facilities for clean- 
ing the plates. These could all be put 


into a single box no larger than a desk. 


The x-ray equipment used for xero- 
radiographv is the same as for con- 
ventional film. In quantity production, 
the cost of producing a xeroradio- 
graphic image on a plate (i.e., pro- 
cessing cost, excluding investment in 
equipment), is estimated at around 


50 per cent less than for film. 


Warns of Static Electricity in O.R. 
An entirely new and _ streamlined 
Staticator (R) designed especially for 
use in hospital operating rooms has 
been announced. This new unit pro- 
vides both audible and visual warn- 
ings whenever static electricity is pres- 
ent anywhere in the operating room. 
The new hospital Staticator comes 
as a complete package unit that in- 
cludes all equipment and accessories 
necessary to protect any size hospital 
operating room against unsuspected 
static hazards. Everything necessary 
for quick and easy installation is in- 
cluded in the complete package unit. 
Use of these new hospital units in 
operating room areas, it is claimed, 
will reduce to a minimum any chance 
that an unsuspected static condition 
may cause an explosion or fire in the 
protected area. 
For full information write Powerlite 
Devices Ltd., 1870 Davenport Rd., 
Toronto. 


Webb Appointed by 
Stevens Companies 


Norman Webb 


Mr. E. J. Turner, sales manager of 
The Stevens Companies, has an- 
nounced the appointment of Norman 
Webb as the company’s representative 
in the Province of Nova Scotia. 

Mr. Webb is widely known to hos- 
pital personnel, having served three 
years at No. 14 General Hospital from 
Montreal and three years at No. 7 
General Hospital from the Maritimes, 
during the last war. 

Upon returning to civilian life, Mr. 
Webb was employed with an organi- 
zation selling and servicing X-Ray 
equipment in the Maritimes. He has 
had considerable experience with 
many problems relating to the Insti- 
tutional field. 
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SOAP 


CONTAINS HEXACHLOROPHENE 


The positive antiseptic action of R-4-X keeps resident and transient 
skin bacteria at an extremely low level that is not attainable with 
regular surgical soap. 


Protective anti-bacterial film is maintained as long as R-4-X is in 
daily use. Reduces scrub-up time... eliminates the alcohol rinse 
--- cleanses thoroughly ... rinses easily. 


R-4-X, the scientific antiseptic soap is specified for use in Hospitals, 
Surgeries, Clinics, First-Aid Stations and especially recommended 
for use in Industrial establishments as a deterrent and treatment 
for skin dermatitis. 
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